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ABSTRACT 

This document presents witnesses' testimonies and 
additional information from the Senate hearing held in Miami, Florida 
to examine the issue of preventive health services, focusing on risk 
reduction and health promotion programs for the elderly. The goal of 
the hearing was to examine efforts to identify people with high risks 
of developing a catastrophic illness. Opening statements are included 
from Senators Bob Graham and George Mitchell, and from Mitch 
Maidique, president of Florida International University. Florida 
witnesses providing testimony include: (1) Carl Eisdorfer, director 
of the Comprehensive Center on Aging, University of Miami k ^.dical 
School; (2) Carolee DeVito, director of planning and evaluation. 
South Shore Hospital, Miami Beach; (3) Josef ina Carbonell, director 
of Little Havana Activities and Nutrition Center, Miami; (4) Tessa 
Macaulay, coordinator of Geronto-Logical Programs, Florida Power and 
Light, Miami; (5) G. Curt Meyers, director of the Wellness Center, 
Lee Memorial Hospital, Fort Myers; (6) Elliott Palevsky, executive 
director of River Garden Hebrew Home, Jacksonville; (7) Gary Lyman, 
chief of medical services, H. Lee Monifit Cancer Center, University 
of South Florida, Tampa; (8) Jack Kassan, medical director, Broward 
County Medivan, Fort Lauderdale; and (9) Sally Kanter-Bruin , St. 
Mary*s Hospital, Mammovan Project, West Palm Beach. Witnesses 
describe efforts being conducted by their organizations and emphasize 
the need for preventive health activities for older adults. (NB) 
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PREVENTIVE HEALTH CARE FOR THE 
ELDERLY 



WEDNESDAY, JANUARY 6, 1988 

U.S. Senate, 
Subcommittee on Health, 

Committee on Finance, 

Miami, FL. 

The subcommittee met, pursuant to notice, at 10:05 a.m. in audi- 
torium 194, Academic Building No. 1, North Miami Campus of the 
Florida International University, Hon. George J. Mitchell (chair- 
man of the subcommittee) presiding. 

Present: Senators Mitchell and Graham. 

Also present: Dr. Mitch Maidique, president, Florida Internation- 
al University. 

[The press release announcing the hearing the prepared state- 
ment of the American College of Preventive Medicine, and the pre- 
pared statement of Senator Graham follow:] 

[Press Release No. H-73. Dec 21, 1987] 

Finance SuBCOMMirrEE on Health to Hold Field Hearings on Preventive 
Health Care for the Elderly 

Washington, DC.— Senator George J. Mitchell, (D., Maine), chairman of the Sub- 
committee on Health, in coiyunction with Senator Bob Graham, (D., Florida) an- 
nounced Monday that the subcommittee will hold a field hearing in Miami, FL, on 
risk-reduction and health promotion for the elderly. 

The hearing is scheduled for Wednesday, January 6, 1988 at 10:00 a.m. at Florida 
International University, North Miami Campus in auditorium 194, Academic No. 1 
Building, NE., 151 Street and Biscayne Boulevard, Miami, FL. 

"I think preventive care is an important part of the foundation of our health care 
system for older Americans," said Senator Mitchell. 

Senator Graham said, "The hearing will focus on public health risk-reduction pro- 
grams, health promotion and education through the private sector, and medical 
tests for preventive health screenings." 

Senators Mitchell and Graham will hear from a panel of experts who will appear 
by invitation only. 

Written statements: Those who are not scheduled to make an oral presentation, 
but who wish to present their views to the Finance Subcommittee are urged to pre- 
pare a written statement for submission and inclusion in the printed record of the 
hearing. These written statements should be typewritten, not more than 10 pages in 
length, and mailed with 5 copies to Laura Wilcox, Hearing Administrator, SD-205 
Dirksen Office Building, Washington, DC. 20510, and 5 copies to Mary McAuliffe, 
Minority Chief of Staff, SH-203 Hart Office Building, Washington, DC. 20510. Writ- 
ten Statements must be received no later than Wednesday, February 3, 1988. 

(1) 
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TESTIMONY FOR THE FINANCE SUBCOMMIITEE 
UNITED STATES SENATE 

from the 

American College of Preventive Medicine 

PREVENTIV E HEALTH CARE SERVICES FOR THE Er.DgRT.Y 

Although nZ of the United States population is over the age of 65, the 
elderly co :suiae 30Z of the naticn»s health care dollars and 50% of the 
federal health budget (1). These figures reflect the elaborate medical 
attention required by the elderly and the considerable expense of long- 
term institutionalization of 1.5 million individuals (2). Services on 
this scale are necessary to treat the serious diseases which are 
especially common among the elderly. These include heart disease; 
cancer of the lung, breast, colon, cervix, and prostate; 
cerebrovascular disease; diabetes; pulmonary disease; dementia and 
depression; injuries and disability; and many others (3). 

We now know that most of these medical conditions can be prevented. 
They are caused by behavioral and environmental risk factors that can 
be eliminated earlier in life. Indeed, it has been estimated that at 
least 60% of all health problems are the result of such influences (4). 
One risk factor, the use of tobacco, is by itself responsible for about 
320,000 deaths annually, and is the attributable cause of 30% of all 
cancers, 85% of lung cancers, and up to 30% of coronary heart disease 
K5-7). Nutritional links to heart disease, cancer, and many other 
conditions are well established (3). 

Experience has taught us that preventive strategies directed at 
reducing exposure to these risk factors can be dramatically successful 
in lowering the prevalence of chronic diseases and improving the life 
expectancy of the average American. The reduction in the incidence of 
coronary artery disease over recent years is not due to technological 
advances in surgical methods and intensive care medicine but is 
primarily the result of changes in the exercise and nutriti'^nal habits 
of Americans (8). The control of hypertension has also been 
instrumental iu this trend and the 32% decline in the occurrence of 
strokes (3). Tests for the early detection of cancer have dramatically 
improved five-year survival for cancer of the colon, breast, and 
cervix, which together account for over 110,000 deaths each year (9). 
Mortality from cervical cancer has decreased steadily with the 
implementation of Pap smear screening programs (10,11). Evidence 
supporting the value of counseling regarding nutrition, smoking, and 
other risk factors has been strengthened by large multicenter trials 
such as the Lipid Research Clinics (LRC) Coronary Primary Prevention 
(13)^ Multiple Risk Factor Intervention Trial (MRFIT) 

Since preventive strategies are more effective if initiated early in 
life, there is a common misconception that prevention is of little 
value to the elderly. In actuality, the elderly have much to gain. 
The average 65-year-old can expect to live an additional 15 years and 
the average 75-year-old can expect to live another ten (1). This is a 
window' of opportunity, during which the occurrence and severity of a 
variety of serious and disabling conditions can be reduced effectively 
through established preventive maneuvers. 
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Unfortunately, these preventive caneuvers are not offered to all older 
Americans. Warning signs are left undetected and risk factors 
untreated until the syaptoms of the disease bring the individual to 
medical attention. By this tine many diseases are very advanced and 
the potential for meaningful cUnical intervention is quite limited. 
This delay in c&re is a personal tragedy for the elderly individual 
and, on a societal level, has serious implicfi^^ons Cor the health care 
system that must provide for them. Medical tieatment at these late 
stages often requires dramatic and costly procedures that involve 
expensive technology. Despite the sophistication of modern therapeutic 
modalities, delayed treatment is often unable to return to the elderly 
patient the functional status needed to live outside of an 
institutionalized setting. Thus nursing home and hospital care becomes 
necessary. This is expensive, is associated with a poorer quality of 
life, and increases the patient's risk for further medical problems. 

This form of caring for older Americans is difficult to Justify in an 
era when these diseases can be prevented in their early stages 
( secondary prevention ) or before they occur ( primary prevention ). 
There are three types of preventive strategies^ (1) screening and 
early detection tests; (2) counseling and patient education; and (3) 
immtmizations and chemoprophy.laxis. 

Screening tests identify persons at risk for a disease before it 
occurs. Examples include the Papanicolaou smear and the measurement of 
serum cholesterol in order *.o prevent cervicLl cancer and coronary 
artery disease, respectively. Early dettiction maneuvers permit more 
successful treatment in the initial stages of a disease, as in the 
detection of cancer through mammography and fecal occult blood testing. 
Patients respond to physician counseling by changing unhealthy 
practices and behaviors such as the use of tobacco and drugs; diets 
high in fat and salt but low in fiber; lack of exercise; and riding in 
an automobile without occupant restraints. A variety of conditions, 
primarily infectious diseases, can be prevented through immunizations 
and chemoprophylaxis (e.g. vaccines, drugs that lower serum 
cholesterol, and estrogen to prevent osteoporosis). 

Preventive interventions are available to the elderly in each category, 
and many of these are listed in the following table. It should be 
emphasized at the outset, however, that (1) preventive services differ 
from diagnostic tests in that they are offered to healthy asymptomatic 
persons to prevent disease, rather than to obtain a diagnosis after the 
person has become ill; (2) since these interventions must be tailored 
to each individual's age, sex, and risk profile, not all items in this 
list are appropriate for all elderly persons; (3) the strength of the 
scientific evidence for each procedure is variable; and (A) preventive 
sevvicea are not the domain of only one specialty but in fact are 
performed by all primary care specialties (e.g. internal medicine, 
family practice, gynecology). 



o Measurement of serum cholesterol , a leading risk factor for 
coronary heart disease . 

o Measurement of blood pressure , a risk factor for coronary 
heart disease , stroke , and kidney disease . 

o Macpography screening to detect breast cancer. 

o Fecal occult blood tests of the stool and sigmoidoscopy to 
detect cancer of the colon and rectum . 



SCREENING AND E/RLY DETECTION TESTS 
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Papanicolaou smear to detect cervical cnncgr . 



o Digital rectal examination to detect prostate cancer. 



o Measurement of height , weight , and skln-fold thickness to 

detect obesity , a risk factor for heart disease , diabetes , 
and hypertension . 



o Visual acuity and auditory testing to screen for sensory 
deficits. 



0 Mental health screening to detect dementia and depression . 



o Screening for alcohol and drug abuse. 



o Screening for Inadequate social support systems , home care , and 
functional status. 



o Screening for podlatrlc disorders and Incontinence. 



o Self-exam lnatlon Instructions to detect breast and skin 



o Smoking cessation counseling to prevent cancers of the lung , larynx 
pharynx, oral cavity, csc^hagus , pancreas , kidney , and bladdtr; 
coronary artery, cerebrovascular, and peripheral vascular 
chronic obstructive p ulmonary disease ; peptic ulcer disease : ana 
respiratory infections. (Involuntary, or passive, smoking may 
increase the risk of lung cancer in healthy nonsmokers and the 
frequency of respiratory illness among children.) (5-7) 



o Exercise instructions to enhance fitness, functional mobility , and 
to prevent coronary heart disease and osteoporosis . 



o Nutritional counseling regarding t aloric balance, dietary fat, 
sodium, fiber, and carbohydrates to prevent heart disease , 
cancer, obesity , hypertension , and diabetes. 



0 Safety instructions to prevent injuries and death from motor 
vehicle crashes, household accidents , falls, and low back injury . 



o Dental hygiene instructions to prevent caries, periodontal di: 
and malocclusion. 



COUNSELING AND PATIOT EDUCATION 



IMMUNIZATIONS AND CHEMOPROPHYLAXIS 



o Influenza vaccine to prevent influenza. 
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o Pnftuaococcal vaccln o to prevent pnemaonla . 



o Tetanus and diphtheria toxoids to prevent tetanus and 
diphtheria « 



0 EstvoRe > to prevent osteoporosis . 



o Cholesterol-lowering drugs to prevent coronary heart disease . 



Detailed infoneation about the appropriate indications for these 
preventive services has emerged froa a strong science base. Preventive 
services for the elderly have been introduced into clinical guidelines 
based on extensive reviews of the scientific evidence by expert panels 
and organizations. These include the landmark papers of Frooe and 
Carlson in 1975 (M and Breslow and Soners in 1977 (15); the 1979 
report of the Canadian Task Force on the Periodic Health Examination 
(16); the 1980 American Cancer Society screening guidelines (17); the 
report of the American College of Physicians in 1981 (18); the American 
Medical Association policy statement in 1983 (19); the 1987 
recocxaendations of the Clinical Efficacy Assessment Project of Blue 
Cross-Blue Shield and the American College of Physicians (20); the 
report of the U.S. Preventive Services Task Force (21); the 1986 four- 
part monograph by Frame (22); and the 1987 American Heart Association 
report (23) » Government agencies » NIH consensus development 
conferences (2A)» and many specialty organizations have also recently 
Issued recoomendations on selected screening tests of relevance to t.^o 
elderly. 

The impetus for these developments is the growing body of resear \ 
dex&onstrating that preventive interventions can be more effective in 
saving lives than medical therapy of syoptocatic persons. These 
findings come as no surprise. It is intuitive, for example, that 
altering the nutritional habits that cause atherosclerosis is a more 
worthwhile investment than coronary artery bypass surgery or 
angioplasty. Despite the compelling logic behind primary and secondary 
prevention, we find that the majority of U.S. health care expenditure'^^ 
for the elderly are nonetheless invested in tertiary prevention 
(attempting to prevent the progression of a disease after the patient 
Is already afflicted). 

We can no longer afford this practice. Economic pressures have placed 
tight limitations on health care services for the aged. It Is 
essential that these limited resources be directed toward those 
preventive health care services that are more effective in reducing the 
individual and societal costs of disease. This has stimulated a 
reexamination and abandonment of ineffective diagnostic tests that 
clinicians havu performed routinely on older Americans at great 
national expense (25-28). An emphasis on preveittion over ercpensive 
alternatives will become especially important in future years because a 
greater proportion of Americans are entering the ranks of the elderly. 
Persons aged 75 and older represent the fastest growing segment of our 
population and are expected to increase an estimated 60% by the year 
2000 (29). If current practices are allowed to continue, the .umber of 
nursing home patients will double in 20 years (2). Vfhereas currently 
persons over age 65 are responsible for about 30Z of health care 
expenditures, that figure is estimated to rise to 50Z by the year 2040 
(1). 

Although these developments are likely to orient national health policy 
toward prew^entlon, perhaps the greatest stimulus for preventive healtli 
care for older Americans is coming froa society Itself. Public 
education campaigns on cholesterol, high blood pressure, Alzheimer's 
disease, and many other targets of prevention are increasingly apparent 
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on telovision and radio broadcasts, vocscn's aagazinos, and othor ncdia. 
Today's elderly and thoir faoilios arc ooro knowledgeable about the 
benefits of health prozsotion and which screening tests should bo 
porfonaed by their physicians. Medical students are being taught the 
principles of geriatric prevention as are practicing physicians in 
their continuing medical education curricula (29). Clearly the future 
holds the promise of prevention for the elderly and a nore efficient 
agenda for health care in general. The next step is to insure 
availability of those services to all older Aaericans. 



(1) Stults BM. Preventive health care for the elderly. 
West J Med 1984; IAI:832-84S. 

(2) Konaroff AL. Screening tests for nursing hooe patients. 
JAMA l987;258:U:mi. 

(3) National Center for Health Statistics: Health United States, 
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SENATOR ROR GRAHAM'S nPFNINR STATEMENT 

GOOD mmm lahies m rentlfhen. touay we will rf holdinr ah 

OFFICIAL FIELP HEARING WITH SENATOR MITCHELL, CHAIRMAN OF THE 
SENATE FINANCE COMHIHEE'S SMRCnMHITTEE ON HEALTH. TM^ HFARINfi 
WILL FOCUS ON PREVENTIVF HFALTH SERVICES ANn SPECiFICilLY ON RISi^- 
REDUCTION ANH health PROMOTION PROGRAMS FOR OLPFR AMFftlCANS. IN 
JUNE OF 1985. THIS COHMITTEC HELP HEARINGS IN WASHINGTON, D.C. TO 
DISCUSS HEALTH PROMOTION AND DISEASE PPFVENTIOH. THE INFORMATION 
HIGHLIGHTEn IN THAT HEARING EFFECTIVELY REVIEWED IN DETAIL THE 
CONCEPT AND THE PRACTICALITY OF IMPLFHEHTING PREVENTIVE HEALTH 
PROGRAMS FOR THE MEDICARE POPULATION. 

THE mi OF TODAY'S HEARING IS TO fXAMIHE EFFORTS TO IDENTIFY 
PEOPLE WHO HAVE HIGH RISKS OF DEVELOPING A CATASTROPHIC ILLNESS. 
WE KNOW THAT EARLY DETECTION DFCREASFS THE NFEn FOR COSTLY 
INSTITUTIONALIZATION AND THUS EXTENDS THE PRODUCTIVE YEARS. OUR 
NATION'S MEDICAL TARF SYSTFM S»mn RFFLFCT A CONTINUUM OF CARE RY 
USING PREVENTIVE HEALTH STRATEGIES IN ALL POPULATIONS FOR EARLY 
IDENTIFICATION, RISK PFPUCTIOH. TRFATKEHT. AND REFERRAL TO 
APPROPRIATE MEDICAL AND SOriAL SFRVirFS. PROLONGING INDFPENDENCF, 
RFDIICING THE NEED OF EXTENSIVE UnSPITALlZATION. m IMPROVING THE 
QUALITY OF ACTIVE YEARS CAN RE ACCOHPLISHED IF LEGISLATIVE CHANGES 
ARE MADE IN OUR riikHEUT MEDICARE SYSTEM. 
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AMERICA IS GROWIHG OLDER. BY THE YFAR 2000, 157. OF 01!R NATION'S 
POPULATION WILL OVRP THF ARE OF 6F, ANH 1.57, WILL PR OVER THF 
AGE OF 85. CURRENTLY, IN FLORIDA, OVRP 18% OF THE POPULATION IS 
OVER THE AGE OF 65. THFSR OL^FR AMERICANS C*N INCRFASF THEIR 
HEALTHY YEARS AND AVOID EARLY INCAPACITATION IF TODAY WE SHIFT OUR 
EMPHASIS FROM HEniCAL CRISIS TO "PRVENTION. 

THE PREVENTION ^F ILLNESS SHOULD RE THE MAJOR PREOCCUPATION OF niip 
NATIONAL HEALTH CARE SYSTEM. FOR TOO LONG HE HAVF fOCMSEI ON fiCUTE 
CAF.E, ON f'STROPHIC CARF. AS HHP SOCIETY ACES AND AS WF LIVR 
LONGER, WE HAVE BECOME INCREASINfiLY PREOCCUPIED WITH 
INSTITUTIONALIZED HEALTH CAPE. OiiP ATTITUDE AROUT HEALTH CARE IN 
THIS NATION SHOULD FOCUS ON "WELLNESS" AND EXTENSION OF OUR 
PRODUCTIVE YEARS. MOST FEDERAL GOVERNMENT PROGRAMS FOR OLHER 
AMERICANS HAVE BEEN CRISIS ORIENTED -- AFTER YOU ARE SICK ENOUGH 
TO GO INTO THE HOSPITAL, THEN A RANGE OF SERVICES BECOME 
AVAILABLE. I RELIEVE OUR FOCUS SHOULD REECTION PREVENTION. HOW DO 
WE KEEP PEOPLE WELL ENOUGH SO THAT THEY no NOT GO INTO THE 
HOSPITAL, SO THEY DO NOT HAVE TO INCUR ROTH THE GREAT PERSONAL 
PAIN AND FINANCIAL COSTS TO THEMSELVES AND TO THF FEUERAL 
GOVERNMENT? 

ONE WAY TO KEEP PEOPLE WELL IS ny SCREENING FOR COMHOM, 
POTENTIALLY DISABLING CONDITIONS. WE CAN BEGIN TO REFLECT THF 

,er|c -^3 
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tHPORTAMCE OF A !!riLTHv LIFCRTYLF AND AFFORHAPLF MFPICAL CARF If! 
OlIP EXISTINfi SYSTEM RY OFFERING PRORRAHS TO PRRVFNT THE TRAGEHY 
AND EXPENSE OF UNNECESSARY iLI.NF<:S. PREVFNTIVF SCREENINGS SUCH AS 
HAHHAGRAPHY, COLO-RECTAL CANCER SCREENING, GLAUCOMA SCREENING, PAP 
TESTS, TURERC'ILOSIS SCRFFNINfi, AMD IhMUNIZATlONS SHOULD PF VIJAL 
COMPONENTS OF OUR PRESENT MEDICARE SYSTEM. THE REASON IS THAT 
EARLY WARNIMGS FROM SUCH SCRFi^NINGS CAN PREVENT STROKES, 
BLINDNESS, DIABETES, CANCER, AND OTHFR POTENTIALLY DISABLING 
DISEASES. 

COHMIINITY-BASED EARLY "ETECTION fiNn RFPERRAL PROGRAMS SUCH AS 
INJURY CONTROL PROGRAMS, NUTRITIONAL COUNSELING, EXERCISE/PHYSICAL 
THERAPY PR0C1AMS, AND MENTAL HEALTH SCREENING SHOULD BE 
COMPREHENSIVELY WOVEN INTO OUR COMPLEX HEALTH hrlIVERY SYSTEM, 

THE INVESTMENT IN PREVENTION IS RELATIVELY MINOR. THE RETURN ON 
THAT INVESTMENT — IN EXTENDED, PRODUCTIVE, INDEPENDENT LIVES AS 
WELL i\S IH SAVINGS ON CATASTROPHIC HEALTH CARE COSTS- IS 
POTENTIALLY ENORMOUS. 

I THANK EACH WITNESS FOR TAKING TIME OUT OF THEIR RUSV SCHFnULE TO 
TESTIFY BEFORE THIS COMMITTEE. EACH TESTIMONY IS CRITICAL 
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I« PFVHLOPINR A NEW DIRCCT'ON tm AH TMPROVfn ORIENTATinN Pnp 
PROMOTING INPEPF.NDENCF. FOR OiJR SENIOR CIT'ZFNS. 

I WOUm REMIND EACH WITNESS THAT THEY SHOlILn LIMIT THFIR ORAL 
PRESENTATION TO FIVE MINUTES WHICH WILL RE FOLLOWED BY FIVE 
MINUTES OF OlIESTIOHING. EACH SPEAKER WILL PROVIDE THIS COMMITTEE 
WITH. WRITTEN DOCUMENTATION TO BE INCLUDED IN THE HEARING RECORD. 
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Dr. Maidique. Good morning. On behalf of our Center on Aging 
and our university, I would like to welcome all of you to the North 
Miami Campus of Florida International University. I am particu- 
larly deligthed that an event that is going to receive testimony on 
^ng that I see so many young facas. I would like to welcome all 
the students that are here to listen to the testimony. 

I particularly would like to welcome the two Senators who will 
be presiding over today's activities. It is rare that one of our cam- 
pus^, much less just one part of the university, has 2 percent of 
the U.S. Senate here; and we are very proud to have them with us 
today. [Laugther.] 

We would like to welcome in particular the chairman of the sub- 
committee who will hear the testimony here today, Senator George 
Mitchell, who will be presiding over today's activities. He is the 
chairman of the Health Subcommittee of the Committee on Fi- 
n^ce of the U.S. Senate. We welcome you to our campus. Senator. 

becond, I would like to welcome very own Senator Bob Graham, 
who IS one of Flonda s most popular and respected political leaders 
and someone who is very closely identified with our university in- 
asmuch as his father. Senator Ernest Graham, introduced the ini- 
tial enabling legislation that made possible the Florida Internation- 
al University. 

We are particularly pleased that Senator Graham is here with us 
today after a very outstanding year, his first year in the U.S. 
benate, and he is doing so well that he is going to break most 
records for progressing from junior Senator to senior Senator. 
[Laugther.] 

[Applause.] 

We are utterly impressed with that and, just judging from that 
first year, we can extrapolate an extraordinary future in the U S 
benate. Senator Graham has been a great friend and supporter of 
our university; and it is with great pleasure that I welcome him 
and Senator Mitehell to the hearing today. Let us know if there is 
anything that we can do to help. 

Senator Mitchell. Thank you very much. Good morning, ladies 
and gentlemen, and welcome to this hearing of the Senate Subcom- 
mittee on Health. I am pleased to be here today and to be joined by 
my distinguished colleague and your Senator, Bob Graham. This 
year, the Amencan people will spend about $450 billion on health 
care A large portion of that will be paid for by American taxpay- 
ers through the Medicare program, which provides health insur- 
ance to the elderly, and through the Medicaid Program, which, in 
partnership with the States, provides health care for the poor. 

We are only now, very late and many dollars later, coming to re- 
alize that almost all of that money is spent for curative health 
care, that is, for taking care of people after they have become sick. 
Almost none of it is spent on the prevention of illness and disease, 
the promotion of wellness. We are now learning that it makes 
sonse, both dollars and cents and common sense, for our society to 
invest a greater portion of our resources in the promotion of well- 
ness, m the prevention of illness and disease. 

Not only does it save taxpayers money, but it promotes the 
health, lives, welfare, and eiyoyment of our people. 
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We are here today to find out what is happening in Florida in 
the area of promotion of wellness, both by public agencies and by 
private companies, to see if there is something we can learn here 
that can be used nationally, to see if we can improve the Medicare 
Program to make it possible for more people to enjoy longer, 
healthier, and better lives. 

One of the reasons I am particularly pleased to be here with Sen- 
ator Graham is that, in a very short time in the U.S. Senate, he 
has become a national leader in the area of health care, with par- 
ticular emphasis on preventive care. Just a few weeks ago, his 
amendment to the Senate catastrophic care legislation included the 
concept of preventive care in a substantial way for the first time in 
the Medicare Program. 

We expect that to become law shortly, after the Congress recon- 
venes later this month. ' 

So, it is with great pleasure that I now ask for an opening state- 
ment from my colleague. Senator Graham, before we hear from the 
first witnesses. Senator Graham? 

Senator Graham. Thank you. Senator Mitchell. I would like to 
file a written opening statement for the record; but in deference to 
the very excellent panels we have and what I am certain will be a 
stimulating conversation, I will limit my opening remarks briefly 
to first thanking you for having made it possible for his hearing to 
take place. 

I know that it was difficult for you to arrange your schedule to 
be here today, and I appreciate the effort that you have made to do 
so. I want to thank all of the members of the family of Florida 
International University for your hospitality in providing this facil- 
ity and helping with the arrangements, and to thank those who 
will be here today to testify and those of you who are here to learn, 
as we will be learnmg, about the opportunities that are availablj 
for an enriching life for many older Americans through a greater 
emphasis on risk prevention, maintenance of health, and an em- 
phasis on quality of life for all of our years. 

I am very proud of the fact that our State of Florida is serving as 
a model for many of these issues, an we will be hearing today from 
some of those who are at the front lines of those experiences. 

it is appropriate that we should be so. Florida today has a popu- 
lation of persons over the age of 65 in excess of 18 percent. It will 
be well into the first quarter of the 21st century before the Nation 
reaches that same level of population over 65. We have a popula- 
tion over 85 which the Nation will reach approximately in the year 
2010. 

So, we are full generation ahead of America in terms of our op- 
portunity to know, understand, and respond effectively to the needs 
of older Americans. And if there is one thing that we know, it is 
that like all citizens they want to live life to its fullest, to live life 
in the least restrictive environment, and to have the opportunity to 
be as healthy and well as possible for as long as possible. 

We have some excellent models of how all those objectives can be 
accomplished. We are going to hear from a number of those today. 
I know that this is not the beginning because Senator Mitchell has 
been concerned about this issue for a number of years in the 
Senate. Steps have already been taken, but my hope is that this 
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will further accelerate fhe movement towards a complementary 
program of risk reduction and maintenance of health to the tradi- 
tional crisis intervention orientation of most of our Federal health 
care policies. 

Again, thank you, Senator Mitchell. I look forward to a very ex- 
citing morning. 

Senator Mitchell. Thank you. Senator. You commented on how 
difficult it was for me to arrange my schedule to be here. Consider- 
ing the weather in Maine, it was not as difficult as you might 
think. [Laughter.] 

We will now hear from the first panel, and I will ask all three of 
them to come up at the same time: Dr. Carl Eisdorfer, chairman of 
the Department of Psychiatry, University of Miami Medical School; 
Dr. Carolee A. DeVito, Director of Planning and Evaluation, South 
Shore Hospital in Miami Beach; and Josefina Carbonell, Director 
Little Havana Activities and Nutrition Center in Miami. 

Welcome, Dr. Eisdorfer, Dr. DeVito, and Ms. Carbonell 

I will, at the outset, state the rules of the subcommittee's pro- 
ceedings for your benefit and those of the witnesses who will 
follow. As you have been advised under the subcomittee's rules of 
procedure, your written statements will be included in full in the 
hearing record, which will be compiled following today. We ask 
that you limit your oral remarks to 5 minutes so that we can have 
an opportunity to ask questions and have some exchange of views 
among the witnesses as well. 

I will take you in the order that you are listed on the agenda. So, 
we will begin with Dr. Eisdorfer. Welcome. We look forward to 
hearing from you. 

STATEMENT OF DK CARL EISDORFER, CHAIRMAN, DEPARTMENT 
OF PSYCHIATRY, UNIVERSITY OF MIAMI MEDICAL SCHOOL, 
MIAMI, PL 

Dr. ?;iSDOPFER. Thank you. I am Dr. Carl Eisdorfer, Director of 
the Comprehensive Center on Aging at the University of Miami, I 
am delighted to be here with our fraternal and sister organization 
at FIU. As you pointed out, I am also a professor and Chairman of 
Psychiatry at the Medical School and Professor of Psychology. 

The need for improved psychological and psychiatric screening of 
older persons is a matter of serious concern for those of us interest- 
ed in health care among the elderly. 

Older Americans have the highest per capita abuse of medication 
of all sorts, including psychotropic drugs. Dementia, as in Alzhei- 
mer's disease, or multiinfarct dementia, afflicts about 10 percent of 
our elderly individuals, maybe as high as 15 percent. It has a disas- 
trous effect on them and also their families, spreading the effect of 
this tragic illness. Family members of older demented patients who 
care for their relatives at home— this resulting in a major saving in 
the cost of health care for the United States — are themselves at ex- 
traordinarily high risk for depression; and in one study, over 50 
percent of relatives— primarily caring for dementia victims at 
home — were clinically depressed. 

Screening and intervention with this group alone could result in 
major savings — forgetting the hur* unitarian issues— just by pre- 
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venting older persons from serious functional disability with the 
result that both the giver of care and the target patient wind up 
needing intensive, often institutionally based services. 

Psychotropic drugs, most often prescribed by nonpsychiatrists in 
the United States, have been shown to play a major role in falls, 
often resulting in fractures and so on, again by older persons, again 
a major health hazard and a major medical expense. 

The worried well: this is a ^oup that does not have formal psy- 
chiatric illness, but one that is characterized by anxiety and high 
bodily concern. A high proportion of the elderly have been reported 
to make up a significant proportion of all medical outpatient visit3. 

Psychiatric and psychological review and intervention is demon- 
strably capable of making a significant improvement in individual 
symptoms and the patient's perceived need and utilization of care. 

Alcohol and substance abuse is a significant problem at any age 
and certainly among the elderly, contrary to popular opinion. Fail- 
ure to attend to the excessive use of readily available medications, 
such as that provided in liquor stores, over the counter in pharma- 
cy sections of supermarkets and drug stores, as well as self-medica- 
tion, trading of medication, the use of old medication, can lead to 
significant problems. All of these could be ascertained in focused 
evaluations in a preventive way and secondary, or even primary, 
prevention of a host of medical disorders would ensue. 

Clearly, in alcoholism and substance abuse and for the worried 
well— areas that we really have not touched with preventive pro- 
grams— psychological and psychiatric intervention can— and has 
demonstrably reduced— sick days and medical care costs dramati- 
cally. 

This is shown in a number of studies and recently reviewed in an 
article in Psychology Today, as recently as August of 1987; I have 
supplied that information to the committee. 

Senator Mitchell. You have identified the studies to which you 
have just referred? 

Dr. EisDORFER. Yes, sir. Other studies have shown that signifi- 
cant mental health problems, particularly among the elderly, may 
present as medical problems. Depression, typically among the el- 
derly, present as loss of sleep, loss of appetite, constipation, in- 
creased reports of pain and lethargy, as only one example. 

Conversely, in many instances, psychological states like dementia 
may reflec: a treatable medical condition if caught early enough. 
Indeed, that is one of the programs at the University of Miami 
School of Medicine and in concert with the Mount Sinai Medical 
Center. Here, a subsidy from the State of Florida initiated a cou^^le 
of years ago has played a major catalytic role in funding a memory 
disorders program that exists at two different sites in south Florida 
and has leen enormously effective. 

The importance of early detection— I should paraphrase that and 
teke anotiier^30 seconds— was done under a prior governorship of 
Florida; and I forget the name of the gentleman who was responsi- 
ble [Laughter.] 

The importance of early detection and intervention— but he was 
an Alzheimer's Disease expert. [Laughter.] 

The importance of early detection and intervention of serious 
mental health problems cannot, in my opinion, be too strongly ad- 
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dressed. Suicide, often a direct result of depression, is substantially 
increased among elderly men, particularly elderly Caucasian males 
over the age of 65 and 75. It is four to six times higher than among 
younger men; and that is easily recognized, at least that kind of 
depression where we can intervene. 

Severe suspiciousness related to such disorders of paraphrenia 
can be detected and treated on an outpatient basis before the con- 
dition creates so serious a psychological and social problem that 
the person is forced out of his or her home and into an institution. 

Of major interest, too, is the fact that hearing loss and communi- 
cation deficits often are ra£yor contributors to this paranoia, and 
that also can be detected and intervened. Clearly, a program look- 
ing at hearing loss could play a crucial role. 

Mental health intervention not only affects psychiatric problems 
♦directly, but health costs more broadly. In a review 1 have also sup- 
plied you vnth, the American Journal of Psychiatry studied Blue 
Cross and Blue Shield Federal employees plans and showed that 
outpatient psychotherapy substantially reduced the cost not of psy- 
chiatric but of all medical care, particularly among the oldest part 
of the population, particularly inpatient care. 

In closing, let me just say the foUovring. 

The inseparability of the head and mind from the rest of the 
human body is once again reaffirmed. Mental health evaluations 
and, when necessary, intervention do and can play a tremendously 
important role in improving the quality and the quantity olf life 
and in reducing health care costs. 

I thank you for your interest, and I support the proposal of in- 
cluding such intervention in a broadly based program of health 
screening for all older Americans. Thank you, Mr. Chairman. 

Senator Mitchell. Thank you very much. Dr. Eisdorfer. 

[Applause.] 

Senator Mitchell. Dr. DeVito. 

[The prepared statement of Dr. Eisdorfer and the prepared infor- 
mation follow:] 
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TESTIMONY 
CARL EISDORFER, PH.D, M.D. 
UNIVERSITY OF MIAMI 
JANUARY 6, 1988 
MIAMI/ FLORIDA 



SENATE FINANCE COMMirTEB HEARING 
ON RISK -REPncTTOW AN D HEALTH PROMOTION 
FOR OLDER PEOPLE 



Mr. Chalman: 

I am Dr. carl Eisdorfer, Director of the comprehensive center on 
Aging of the University of Miami, Professor and Chairman of the 
Department of Psychiatry and Professor of Psychology. I am 
honored to be able to appear at this hearing. 

The need for improved psychological and psychiatric screening of 
older persons is a matter of serious concern for those of us 
interested in the health care of the aged, older Americans have 
the highest per capita use of medication of all sorts including 
psychotropic drugs. Dementia as in Alzheimer's Disease or Multi 
Infarct Dementia afflicts about 10% of our elderly individuals 
and has a disastrous impact upon them and their families. Family 
members of older demented patients who care for them at home 
resulting in a major savings in the cost of health care 
nationally are themselves at high risk for depression and as 
much as 50% of persons primarily caring for dementia victims at 
home hav^ been shown to be clinically depressed. Screening and 
intervention of this group alone could be a major saving in 
preventi.ig older persons from serious functional disability with 
the result that both jiver of care and the target patient 

both need intensive, often institutionally based services. 

Psychotropic drugs most prescribed by non-psychiatrists have been 
shown zo play a significant role in falls by older persons- 
again a major health hazard and major medical e>:pense. 
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The worried well - ch^iracterized by anxiety and high bodily 
concern reportedly make up a significant portion of medical 
outpatient visits with psychologies and psychiatric raview and 
intervention, capable of making a significant improvement in 
symptoms and the person's perceived need for care. 

Alcohol and substance abuse problems are a significant issue at 
any age and failure to attend to excessive i>5«- of readily 
available medications such as that provided in liquor stores, 
over the counter in pharmacy sections of supermarkets and drug 
stores as well as self medication or trading of medications can 
lead to other significant problems. All of these could be 
ascertained in focussed evaluations and secondary or even primary 
prevention of medical disorders would ensue. 

Clearly in Alcoholism, in substance abuse and for the worried 
well, psychological and psychiatric approaches to treatment 
reduce sick days and medical costs dramatically. This has been 
shown in a number of studies and recently reviewed in Psychology 
lasiai:, (Help for the Worried Well- Carol Turbington, Psychology 
Today. August 1987, Pg 43-45.) 

Other studies have shown that significant Mental Health problems, 
parcicularly among the elderly may present as medical problems. 
Depression with its associated loss of Sleep, loss of appetite, 
constipation, increased reporting of pain and lethargy is only 
one example. Conversely in many instances dementia - a 
psychological state of loss of memory and cognition may reflect a 
treatable medical condition if caught early enough - indeed that 
is one our programs at the University of Miami and in concert 
with the Mt. Sinai Medical Center - here the subsidy from the 
State of Florida instated a ccui^le of years ago has played a 
major catalytic role. 
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The importance of early detection and Intervention of serious 
xaental health problrsis cannot be too strongly addressed. 
I'o should be noted too that suicide - often a direct result of 
depression - Is substantially Increased among aged men and that 
severe suspiciousness relatable to disorders such as parrphrenla 
can be detected and treated on an outpatient basis before the 
condition creates so serious a psychological and social probleB 
that the person Is forced out of their home and Into an 

Institution. 

Mental Health Interventions not only affect psychiatric problem 
directly but health care costs more broadly. In a review reported 
In the Ah.orican Journal of Poychiatrv In October 1984 / 58 
research studies were reviewed by Mumford et al (Am J Psychiatry. 
1988,141 (10) P. 1145-58) as were claltus filed for Blue Cross and 
Blue Shield Federal Employees Plan. The later showed that 
outpatient psychotherapy significantly reduced the cost of 
medical care primarily through the reduction of Inpatient raadical 
hospitalizations particularly among those over 55. 

Thus the Inseparability of the head and mind from the rest of the 
human body Is once again reaffirmed. Mental health evaluations 
and where necessary Literventlon do and can play a tremendously 
Important role In Improving the quality and Indeed the quantity 
of life and In reducing the cost of health care. I support the 
proposal of Including such Intervention In health screening for 
older Americans. 

Thank you for the opportunity of speaking with you. 
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turprwnj: fad b thtt u miny 
u tw>thmli of pAtieat vulu to lh« 
(Joctor »re m»<J« by lh« "wofrW 
wcU/' people pixebologltti call 
"MCSAUsiMrt.** But b«cauM U>« p^* 
(ifoti tnd the phjnku&i tre unwiUmc 
or oniLWe to »e« the probWtn'a «m> 
tional cocnponcfit, patiratj trek (nm 
pbytkaji to Sotpiul »4d btck actin, 
MtrchkkC f or a pin, a thot or an open- 
tioa that stotr lh« bcrtiaC. 

PsjrcSolocitt KIcboUa Cumntinp, 
wbo founded iKt Biodfnc Institute, 
ujs, "Sonx patieata spcod u rauch 
aa 128,000 a jrm b a f nittkaa atlcapt 
to iw^ate a pbjrt^cal eaoM for what b 
baileaHy an etaociooal proUem. . .. On 
tooe dayt thnt patiesta uw f oor dif* 
frrent phjMuna.** Conualnct aayi ht 
nmr dbpotes the realty of ptoicnta* 
dificiiltie*. *] OS wHh aU hooea- 
ty: *] know pu hurt. But u V^^t u 
yooW belt; leU ca a bit n>ore about 
yw/** The piycholo£Ka] imtaent 
on«D bdp« loiaatkism when othen 
hare faOed After only four amioQa 
at Biodyne^ for example, Sadie'a head* 
achca disappeared. 

la doxMa of itudjct o>'er th. last 30 
yean, reKarchera hare found t^t 
p}«Tidi&|^ paycholoffica) care to pa- 
tienta ^ theM can cut medical costa 
aayvhert from 5 to 80 percent by rt- 
docbf czpetunre vbtta to phyticiasa. 
Tbeae urinp have been docvawnted 
wHh a rariety of pitieota b heaHh 
milatmnce orcaahations and with 
prfate patienta. The paycholosxal 
tmtmenta ran^t from txiditiofta] psy* 
choOkerapy of various kinds to behav* 
ion! bterventions such u biofeed- 
back, vbualiution and other /tress* 
reduction techniques. 

One just compicted study at Har* 
vard University sasct*ta that paycho- 
loficU treatment for p*tienU may cut 
subsequeat healthreare vbits almost tn 
half. ReswcSer Caroline HeHrnan 
and colfeacues studied ^ patienU who 
betet^ to the Harvard CommuAJty 
Heahh PUa (KCKP)l They had two 
type* of problems— physical symp- 
toms with M known ortanic basb or 
i;^)-siea! D!nets<s with an orcanie 
cause that are influenced by psycho- 
lofica! factors^ Thoe ti»-o ratetorirs 
account for an estimated 20 to 7$ p<r 
cent of th« patienU seen by (eneral 
nractitionm. Specific problems mclud 
jd b>p^tm»ion. ihortness of bfralh. 
ifidij^esiioA. darrh<ra. l>cadscho. duu 
ness, sleep problems, rating; or wti^hi 
proUenu and aniitrt). ►Ir**^ jt»J In, 
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PSmmERAPY REDUCED 
SICK DAYS AW MEDICAL 
COSTS DRASTICALLY. 



sion. During the six moDlhs before the 
stndy, thes« pabenta visited the heahh 
plan more than twice M often on the 
average as other HOI? members. 

The rtsearchers divided the patieaU 
into three croupa. One followed the 
•^syt to WeUoeaa" profram devel- 
oped at KCHP: another took part in 
the -Mind-Body Groop" program 
vek)ped at Beth Israel Kos^Ntal b Boa- 
ton. Both of these croup* met for six 
weekly aeasions durinf which (hey 
were taught vbualiiation and ways of 
reframing attitudes; they also r^ 
eelved relaxation and awareaess 
training. 

The third group met for two sea- 
sioas, in which the patients leaned 
about the relatiouhip between stress 
andninesa and were given stresa-man- 
agtment exercttes to do at home. The 
retearcKera used thb group to com- 
pare the benefits of recetvnff only in- 
f ormatioo, combined with the expecta- 
tion of helpful treatment, against the 
benefits of more intensive group train- 
mg and participation. 

Immediately after the study ended, 
all patienU felt better physkally and 
pa>eholo£ically. As time pused. how' 
e¥cr» only those ta the ftrst two groups 
maiatiined or increased their improvf 
mCnt. They sUo used heahh-plan »er 
vices leu frequently. Compaiwg six 
months bef"^ treatment and six 
months after, t»tients fa the fot two 
groups cut their visiU to the HDIP by 
47 percent ratienta in the third group 
tncrra»ed tlietr \tii\s ^ percvnt 

The potential savings to the health 
plan during these six months, acconl 
inji: tu Heilman. mng^i from $171 bu 
for rach fuurtii lnaddilMNk.Ju«ti 
IU>r>Mrnkt.> ^um^uvc djmtur **t ihx 
l<hji\K)nl nrJi^itK dutkivt* Ai iUtUi 
l»r.irlnv»^^ that the Mdnj t*^ 



gran also helped patienU with insolin* 
dependent diabetes by lowering blood 
glucose and gave cancer pstienu a 
greater aenae of control and reduced 
their stress. 

One reason for d«ng sladia like 
these »t Harvmrd and in KawaH b to 
see whether psyehok>sical care b co«t> 
effective; that is, b the cost of provid- 
ir«g meatal-health care offset by uv* 
ings in other medical »errk««T I^strick 
DeLeon, a paychologbt who b admin- 
bt.nihre assbtant to Sen. Daniel In^u- 
ye of Kawu, ezpressct the Idea sim- 
ply: To prove that psychotherapy b 
coat^ffecthre. you hare to show what 
kinds of therapy worit under what con- 
ditions and with what kinds of pa- 
tients. The eaaeoce of beios oo«t<f f ec> 
tive b prorittg that what you are doing 
works," 

IV research fmdings are oonsb- 
tent, uys Bryant Welch, an associate 
executive dutctor of the American 
Psychological Associatica. "If you nse 
prompt psychologica] iaterrentioos, 
)>ou can msie a substantial decmse 
in patient population needs to use 
more cxpenslre treatment. AH the 
data indicate that psychological ae^ 
vicea are cosVeffective. Tbere tre 
some dttcrepancies as to bow much." 

One reason for the dbcrtpandoa b 
that different symptcma and problems 
respond differently to various kinds of 
therapy. PsycMlogbt Robert Rosen of 
the Washington Bosineu Group on 
Health (WBGH), an orgaafxatioa 
whose members include 200 Urge oo^ 
porations, offers thb example: **If 
someone b experiencing acute depres- 
sion, a com^nalion of drugs and psy- 
chothenpy b like^ to produce great> 
est g^ in reducing medical costs. 
But for phobbs, behavioral or cogni- 
tive tolervention may be the most cost- 
effective. It depends on what kind of 
problem you have and what kind of 
therapy you're offering." 

Alcohol- And drurabuse problems 
arc major causes for absence ar»J acch 
dents in the workplace. Rosen, who b 
director of the Institute on Organita< 
tional Health st WBGH, poiaU cut, 
"If you treat someone for substuiee 
abuse, ihey are more likely to stay out 
of the hospiul la genersl. if the bene 
fiU and therapy arc properly 
»{gn*<d, and there ts a good match br 
tisrrii ihr cypT of thcrai>y and th» 
ItfMtfirm. }uu <an iofftri th« *"»t *»t 
^hrra^^\ l»y\ rcduMi«K cucdu^i 

t fcjiclinitlurr- 
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vvas$193 Once treatment started, th« 
cost decreased quickly and cons5dera« 
biy to a monthly average of $239 dur- 
jnK the first sue months and of $137 
three years Utter. 

"The overall finding of a significant 
dn)p in total health-care costs follow- 
in;; initiation of mental-health t^ea^ 
mcnl Holder and Blose concluded, 
"is consistent with much of the prior 
research." 

Another study at the former United 
States Public Health Service Hospital 
in Baltimore demonstrated both the 
long term effectiveness and potentia' 
cost-effectiveness of biofeedback 
trt^tmenU According to Eileen Mager. 
ont'-timc director of the Psychophysio- 
Clink at the hospital, patient* 
in atod 111 C^K clinic made about 30 per 
ioiti fcwt r \i>it> to the clinic in the 
I u'4r> U.V/,v,m^ treatment thsn 
tU \ !ki<i Wiurv treatment 

^♦■^I'ral ^tu(lles also sug^e^t that 
'itiit oldt'r jHropIe generally use more 
..-•S^.tl c:ir»', of a more expensive 
kt. t. than ytnna K-opIe do. the cost 

A n' W, *jf v^hfilok'Kal inler\ enlion 

♦ riJM wkUli .i^Tf 111 tliu'r research. 



When Kenneth Jones and Hiomas 
Vischi looked at 12 studies of alcohol- 
ism trc*tmenl programs for the Alco* 
nol, Drug Abuse and Mental Health 
Administration, they found that thcra* 
py cut medical care 26 to 69 percent 
and reduced the number of sick daj-s 
38 to 47 percent In one example, the 
Philadelphia Police Department c^ti* 
mated that it saved about $1,000 in 
health-care costs for everj' inpatient 
who was treated for alcoholism. 

Sociologist Emily Mumford and four 
colleagues analyzed 58 studies of how 
psychok>gical treatment affected pa- 
tients' later medical costs and rt" 
viewed claims files for a Blue Cro« 
and Blue Shield Federal Kmplojecs 
Plan. They found that W {percent of 
the studies "reported a drtr^'Osc in 
medical utilization folk^wint; |N>(h<^ 
therapy." Tho rr?i>ari'».»T-- .im.vIu<I. . 
that the cvidenco thcj fi>uml ".irj:u<,> 
specifically for the hKi1ituM>'i lha 
mental health trealnnnl m.»\ ii»|.f*»\. 
patients' abilit> tu \ta\ hi. i i v 
(•nough to u\oid h(r>\ i'.ti a iiiii ^ ^ • '> < 
phy:(ica! iIlno< " 

.Sou'ilo;:»'ot llar-.l'* » «» . t 
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for cxanple. Holder &nd Blose found 
*jaX the mo^t Mgoifiont dn^ in 
heAhlxtre coats occurs for the tmt* 
ed people 65 ftnd orer &nd the least 
for thoce under 45^ 
The benefits of theapy wtn't re- 



stricted to dbeises with *n obvious 
ps/cbologicii component Writiag in 
the Amerieta Journti of Pabiic 
Hethh, psydtologist Herbert Schle- 
singtr tad four coUettgues reported 
that a recent study of diabetes, och* 



HELP ON THE JOe 



Tbe operator working his sbej^ 
Betal press that day vas angi7, 
upset and dittradedL He was hav 
tag trouble at home; caused in part 
by akohol, and his SGperriior bad 
justblaroed him for something that 
wasn't his faoh. To make mattera 
worse, he hadn't qmte reeovered 
from the effects of the drinldng he 
had dosie last &i|^t and semal 
nights before that 

AhboQgfa he was an experienced 
operator, distractioo and fatigue 
threw ofit hia timing. Before be re- 
alized it the thre^tOD press had 
dipp^ off part of his thumb. Pby- 
aidans and i^ysiotherapats finally 
restored oae of his hazxi, but on^ 
after nine weeks of missed work 
£2d ccctly rchsb2itit»3. 

Accidents like this cost US. busi- 
nesses more than $32 biSira each 
year b dxsabili^ payments, work- 
ers* o(SDpensati(»i, loot productivity 
and poor moraJe, according to the 
St Ruil Vxit and Marine Insurance 
Company. Research confirms that 
moet workplace acddents result 
from the inability of people to cope 
with stress. 

In response to a growing under^ 
standiog that bow an employee 
feels affects performance on the 
job and, ohimately, company prof- 
its, buineases across the country 
hare begun to offer counseling 
through Employee Assistance Pro- 
grams (BAP'S). While the first pro- 
grams usually, oooeentrated on a)- 
a^x>litm treatment toda/s £^000 
or so EAPa address a wkSe range 
0 f probferos from diDd-care to emo- 
tional distress. 

Some compaojea provide httle 
more than a desk awl someone to 
refer employees to psychologists 
and other profeuionak in the com- 
munity. Other companies provide 
couDselmg senrices on site or con- 



tract for outfide services. Accord- 
ing to Willis Goldbeck, president of 
the Washington Business Group on 
Health, cotspr^^nshre programs 
bdode phyakal fitness, cardioras- 
cular risk reduction, hypertension 
control, nutrition, smokisg cessa- 
tion and stress management Many 
programs add CPR, lifestyle edo- 
catioa, time management and other 
ways to manage one'a life in a 
healthier fuhkn. 

Ahhoogfa companies start pro- 
grams for many reascss, the most 
ic^rtant is usually to cut costs. 
Do they pey off? Goldbeck says 
that screening its employees for co* 
k)D and recta] cancer costs the 
Campbdl Soup Company about 
«2S^(X0 £ jiii. But a ilngl« emptoy- 
ee death from audi cancer costs the 
company about $64,000 in medical 
expenses and benefits. 'They do 
not have to go too much further to 
know that for each bfe saved-^s so- 
cial good— there b a big corporate 
financial gain." 

Numerocts studies have shown 
that counseling and the other pro- 
grams offered by BAP'S help com- 
psnies reduce absenteeism, de- 
crease employee turnover and 
lessen bealth<are expenses. A^ 
cording to Goklbeck, a Kimberiy- 
Clark EAP cut work accidents 70 
percent A fiTe>year Dupont study 
found that the average annual ben- 
efit to the company trom an ako- 
bobsm program wu more than 
$400,000. Smoking cessation pro- 
grams in various companies pro- 
duce immediate savings in janitori- 
al costs and fire insurance. 

"In abort" Goldbeck concludes. 
*VeIbes3 programs, quite apart 
from the benefit to the individual . 
and the broader 'social good,' are in ! 
the corporation's financial self- , 
interest" 
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emic heart disease, hypertensive heart 
disease, asthma and emphysema 
showed that the use of menta)4)ealth 
services reduced medical costs. Re- 
viewing 13 other studies, Vomford, 
Schlesmger and psychologist Gene 
Glass also found that psychological in- 
tervention cut hospital stays after ma- 
jor surgery by an average of two days. 

Why does counseling affect what 
seem to be purely phywcal problems? 
Psychologbt George Everly Jr. sug- 
gests that we do not yet fuUy undei^ 
stand the link between mind snd body. 
Ererly, a visiting scholar at Harvard 
Univmity, b studying why behavioral 
interventions seem to work whh a host 
of seeminghr disparate somatic and 
mental dieorders! He believes a nun>- 
ber of diseases fmchding hyperten- 
sion, ^ligraines, peptic ukm, P^y- 
nsud's disease, irrrtable bowel, anxiety 
and adjustment pn^Iems) are "disor^ 
ders of arousal" that originate in the 
limbic aystem of the brain and are 
thus helped by relaxation strategies, 
llaese disorders respond to behavioral 
interventions not only because they 
have a "common pathogenic threjul," 
be believes, but because the treatment 
makes patients take an active part b 
their own health care. 

Eveny believes that applying one 
kind of therapy to a varied of disor^ 
ders b naore cost-effective than using 
diffoent approaches for each. He has 
found, for example, that many pa- 
tients do better no matter which 
stress-reduction technique he uses, 

*^ou can't disallow the placebo ef- 
fect" be admits, "but there is a com- 
mon therapeutic thread among these 
disorders Jut responds to stress re- 
duction. And it is clearly possible that 
certain behavioral techniques are cost- 
effective ... by making the patient an 
active participant in hb own care. 
Trainmg patients to use behavioral 
techniques tnstesd of vbiting tiwir 
doctor could greatly reduce costs. 

"Tbe best thmg that could happen,'* 
Everly concludes, "b the hospital b 
thm, and there b no need for anyone 
to come." O 



CiTol Turkingtoa is a scieace writer 
who lives in Retdkg, Pennsylvinia. 
She wss formeily a stiff writer vnth 
The APA Monitor. 

To order repria ts of this Article see the 
ehs^iified section. 
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S«btfa»c« Mvs StyU 

Men utd Women of the CorponOoa, 
R.M. Ranter. Basic Books. 1979. 
$1055. 

Moving; Up: Women in MtnagerisJ 
Cvttrs, A. HarUn and (X Weiss. 
Working Paper tvo. 86. Wellesiey Col- 
lege, Center for Research on Women, 
September 1981. ^6. 
Humm Resource MzcagemenL Spe- 
cial issue on «oraen in managemenL 
Vol 26. Ko. 2. 

TIm M«klit9 of a Manager 

Making Groups Effective. A. Zander. 
Jossey-Bass, 1982.51935. 
Effective SmilJ Group Communic*' 
thn. E.G. Bomann and 
Bormann. Burgess. 19S0. (12.70. 

A M{r«! In en Un- 

ChroniaHy III ChOdren 2nd Their 
Fzmtlies: Todty's Challenge to HeUlh 
tnd Eduatkn. N. Hobbs. J.M. Perrin 
and H.T. Ireys. Jossey-Bass. 1985. 
$27.93. 

The Damocles Syndrome: Fsychoso- 
daJ Consequences of Survinng ChBd- 
hood Cancer. G D. Koocher and J.E. 
O'Malley. McGraw-Hfll. 1981. $27.95. 
"Does pediatric home care rrake a 
difference for children with chronic 
illness? Findings from the Pediatric 
Ambulatory Care Treatment Study.'* 
R.E.K. Stein and D J. Jessop in Pedt 
ttrics. Vol.73. pp.&lS^ 
••Educalwn and Chronically III ChQ- 
dren." S.C Ashcroft, ed. A special is- 
sue of the Peibcdv Journal ofEduat' 
tibn. Vol. 61,pp.H29. 
"CHIP: The Chn^nK Health Impaired 
Program of the Baltimore City Public 
School System." J. Case and S. Mat- 
ihe^^-s in Children's Health Care: 
Journal of the Association for the 

! Care of Children's Health, Vol 12. 

j pp. 97 99. 

' Help ff«r tfM WstHmI 

Minding the Body. Stendmg the 
Mind J Borysenko Addson-Wesiev. 
1987.51495. 



"A ne** look at evidence about re- 
duced cost of medxal utilization fol- 
lowing mental health treatinenL" E. 
Mumford et al. m American Jour- 
nal of Pisychiatry, Vol 141. pp. 1145- 
1158. 

**Mental health treatment and medi- 
cal care utilization in a fee-for«ervice 
system: Outpatient mental health 
treatment foUowing the onset of a 
chronic deease." H J. Schlesinger et 
aL in M DierKan Journal of Public 
i/eaitt. Vol.73,pp.42M29. 

Pain's 6«tftkMp«r 

The Challenge of Pain. R. Melzack 

and P.D. Wall. Basic Boolc^ 1933. 

$20.45; paper, $1055. 

"Paio mechanisms: A new theory." 

R. Melzack and P.D. Wall in Sconce. 

Vol. 150. pp. 971-979. 

The Psychology of Pain. R A. 

Sterabach, ed. Raven Press. 1987. 

$29i0. 

•The myth of painless childbirth.'* R. 
Melzack in Pain. Vol 19. pp. 321-337. 
37>e Textbook of Pain. P.D. Wall and 
R. Melzack. eds. Churchill Living* 
stone. 1934. $120. 

Pain and Behavioural Medicine. D.C 
Turk. D. Meichenbaum and M. 
Genest. eds. Guilford Press. 1933. 
$40; paper. $23. 

Boys Will B« Beys, 
GIris WUIB**** 

'^Androstenedione may organize or 
activate sex-rtt*eised tnits in female 
spotted hyenas." S Z. Gtickman et al. 
in Proceedings of the National Acade- 
my ofSdences, Vol W. pp. JH4- 
3447. 

"Social organtsiUon of the spotted 
hyaena (Crocuta crocuta)." LG. 
Frank in Animal Behaviour, Vol. 35, 
pp. 1500-1527. 

"Sin, sickness, or status? Homosex* 
^ ual gender identity and ps.^choneiiro* 
i endocrinology." J. Money in Ameri- 
can Psychologist, Vol. 42, pp. 3SM99. 
I "Hormones, emotional di^posiltons. 
; and aggressive atlnbutes in early ad* 
olescenlH " BJ. Susman cl ul. in 
Child Dcveloiiment. Vol. 58. pp. 1114> 
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Have You Had 
These Experiences? 

• That atrance. {ncxplieable honch. 

• The ciyttenoo* fsmiliarity of a 
place n«\er vi«it<d previoiuly. 

• The uncontciocs tpfakinf to yoa 
in drrams. 

• The imytUias kx? to set la s ccr* 
tiin way. 

T'hese are nor weird phenomena 
They are the working of the nato 
ral powers that he behind yoar every- 
day consaoQ* mind. They can be re- 
vealed and ttitd to open a new Uft of 
fulfillmtnu There ia no greater fatct* 
nation and satiifaction than know- 
ins your full telf. 

LetThia Free Booklet Explain 

The Roiieructaru.a nonprofit, wortd- 
wideorcanUatioa (not a religion) have 
made thia knowledge available to 
thocMnda of men and wonsen through- 
out the world. Wnte today for a free 
copy of Tht Mattery of Uft. It tella 
how you too may receive thla useful 
knowledge in the privacy of yoor home: 

Th« RoucncUn*. AMORC 
Sin JoM. C*lifoT7\.« »5l91 

1 lis •tncmly iRtrrt*t«d is the 
«nu«al kfiowMct po«MM(dbythe 

ete A FREE eon ot The Mtury cf 
L*fe 
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.A New Look at Evidence About Reduced Cost of Medical 
Utilization Following Mental Health Treatment 



Emily Mumford, Ph.D., Herbert J. Schlcsinger, Ph.D., Gene V. Glass, Ph.D., 
Cathleen Pairick, Ph.D., and Timoihy Guerdon, B.A. 



Mcta-afutfysis of SS controlled studies and analysis 
tfthe claims files for the Blue Crvss and Blue Shield 
hderal Employes Plj„ for 197^-1978 provide 
mutually supporting evidence of the cost'offset effects 
tf ouipatient mental health treatment. These two 
tomplementary resources provide a potferful tool for 
kvestig^t'ng the nature of associations between 
mental health services and subsequent reductions in 
^ use of other medical services. The autltors found 
AtfX the reductions in use of medical services are 
msociated with inpatient rather than tvith outpatient 
mliration and tend to be larger for persons over 55 
years of age. 

(AmJPs)c hi3ir> 141:1145-1158. 1984} 

The Hierjitiire on the phenomenon ihat the cent of 
ouipjueni ps)rch<>iher3p> may be offset b> si\ ings 
B medical expenditures bc^n uith a \X'esi German 
Kudy of persDns vsho had p^ychoanaIysis or psycho* 
analytic psychotherapy and whose use of hospitaliza 
tion for J 5'>cjr penod vias less than that of a control 
RTOop (1) thiv study and the subsequent literature 
were reviewed hy Jones and Vischi. who concluded 
Out the cffea of pS)chothcrapy was to reduce use of 
medical scrviccN by about 2()"o (2). A meta-analysis of 
15 controlled offset vtudic% »p lo 1978 that intliidcd 
lome reviewed h) Joncv and ViM.hi yielded an cstinutc 
of the cost-offset effc<.t betim-n 0% and 14% (3). '|l,c 
tange of cstint ue> rclleas nuthodolopc IIjun tn ni.mi 
ttudiev. 



^ A meta-analysis of controlled studies of the effca ot 
"psychologically-informed intervention" on patients 
following heart attack or facing surgery showed that 
patients provided ^Mth information — about their con- 
dition, what to expect, and how to funher recovery— 
or who were giicn emotional suppon did better than 
control subjects on most outcome indicators (4). Thir- 
teen of these expenmental studies included days in 
hospital as an outcome indicator, and their combined 
results showed that psychologically treated patients 
were discharged about 2 days sooner than were per- 
sons not so treated. Devine and Cook, from a meta- 
analysis of 49 controlled expenments of the eftcas ot 
psychoeducational interventions ;viih surgical pa- 
tients, reponed 1.31 fewer hospital days for patients 
receiiing mental health services than for patients 
provided only the usual medical management (5). 

Since our last review of the cosi*offset literature in 
19"$^ the number of controlled studies has increased 
lo 58 suitable for meta-analysis U, 6-62). It is feasible 
now to study the variables associated wnh reductd 
medtiai utilization following mental health treatment, 
A second resource, the massue fee-for-scrvice research 
data base derived from the health ins trance claims files 
of the Blue Cross and Blue Shield Federal Employees 
Program (FEP), provides a complementary perspective 
for studying the same vanables. \Xlien ue u>c thcM 
two large sets of data, each with special strcngthv that 
mai compensate for weaknesses in rhe other, wc can 
attempt to answer the same questions Irom tuti dis- 
tinttli different perspictiii-\. 
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TAftLE S- TM Chjracteristici «nd Findlfifs of 5S Stud)et e( Effects e( Outp4tient Psychothcftpr on Subs«quent Mcdtul C«re ut>tttit«« 




JPatjttuData _ 




















Out e M a 

cwn . e Sure ^ 


Study* 


Range Mean 


Sex 


Setting 


Intervention 


Outpatient In^tirm; 


AOofCW (bj* 


24—75 54 


M 


Inpatient surjcry 


inunictton 


liat) 




15-70 45 


M/1" 


All inpatient 


In^tfuctton 


Daw 


















Ni/F 


InpavieAE sur^cfy 


1 n^c fuctioo 


Inic-* 1 












care Jn^ 












HoHpttil 












da}> 


Bcdnun et aL (9}e 


— 21 + 


M/F 


Health mainte* • 


Snort'term 


Cost 






nance orjantza* 


^roup therapjr 


VlMtS*» 








non iriMv^ 








2 1—56 3 1 




HMO 


Snort-term 


Cost 








{Toop tKcrapjr 












Therapy drop* 


Cost 














Cniutophcnon et xL (1 1)* 


J^— /I 


M 


inpaoent luf^ry 


Iiutruction 


Intensne 












care da\t 












Hosptca) 












OajS 






M/F 


inpatient surgery 














instruction 




Dam (« 






inpatient wrjeiy 


vrRSts interven* 


_ 

Days 










tioo 






23o«4 44 


F 


inpatient sur:gery 


Instruction 


Da}s 


Diichrwtn ct a!. 


■— 25+ 


Nl/F 


Outpatient dime 


^ychoa na lysi s 


Days 


E4»«nbet «L(15}< 


17-40 29 


M 


N^avy alc(^x}t rc' 


Alcohol coun* 


Sick days 








habiltiadon ccn« 


sding;^ 


Hospital 








ler 




days 


t^ptn tt 11. (16)* 


— 52 




Inpatient ^r^ery 


Instruction 


Days 






M/r 


HMO 


Psychiatric 


Visits* 










consultation 




^-1- - .a* m% ll^W 


'l9 71 




Inparent surgery 


Instruction 


Days 










Emotional 










support 




iionu it^/* 




M/F 


inpatient sur^^ry 


Enu>tional 


_ 

Dajii 










support 












Emotional 












support plus 












instruction 




rotkttc CT ai. (xUjf (ist* 


24-62 3S.1 


M/r 




Ps)rchotherap)r: 


- 

Visits* 


and ^tli*]rcaf results 












only) 




















9t 
























2-8 
















roftin CT ai« (il )* 


20-59 — 


- 

M/r 


Inpatient surgery 


Instruction 


Days 


VfOMOCfB CT aJ> {Z£i* 


AH ajw — 


^•VF 


HMO 


Short •term 


Doctor vis- 






ps )rchot her a p y 














Lab and X- 












ray visits 


GoUbefSCTal*(23}ff 


6-^5+ — 


M/F 


H>tO 


Short*term 


Visits*' 








psjchotherapy 














Days 


GoIdcnsohnCTal. (24}« 


0-<5 — 


M/F 


HMO 


Short'term 


Doaor viS' 










pS)rchotherapr 


its 












Speoilist 












visits 












Uh and X- 












ri\ \iMt% 


Cravrt ft al. (25 




Ml 


iU iltli iltim 


^hiirt trriii 


VlxUxI- 










family thi rjp\ 




Cnj«i (26)* 




Ml 


IniMliriil ijrji 


Short'trrni 












iiiuiivrliii^ 




HanVin ct aI.(2V<a«cr- 


All Jcrx 


Ml 


IIMO 


hu^nmtit tlx 





\m(. 



ajeul Kt and ind 
year* \rr\u>-4th juj 
5th scarsji 



I al. jikI \ 
1 1\ 



ERIC 



28 



MUMK)KI>,S( HI ^^IN(.^R, (.! ASS. hrpAl 



Mcjn (*S1» 



22 
lAH 

16 

9J 
93 

4J 

24 

29 
29 

40 

37 
39 
13 

31 
125 
141 



4< 
134 



25 
12 



30 
70 



SO 
41 
31 
SO 
41 
31 
37 
256 







Chjnpe 




Vrc 




6J2 




IX 






7.49 




267 






<iS.70) 










4.1 




15 










15 




5961 


71.95 


♦ 20.7 


9\ 


J5 42 


3,9 


67 


♦ 71.8 


93 


26 


S686 


$6J5 


-4.5 






2.94 


2.41 


-18 0 






S 12,70 


$7.29 


-416 






4.10 


2.38 


-42.0 








32 




12 






ll.l 




12 






3.93 




37 






3.72 










3.82 










50 




13 






(i4.7) 










6.17 




33 




52 


1.2 


-77 


100 


5.1 


280 


15.1 


-46.1 




13 0 


7.0 


-462 








3.8 




51 






11 




25 






14 










4.90 




50 






<sl.7l) 










4.33 










(si. II) 








11.4 


AA 


-61.4 


152 


11.4 


190 


5.7 


—70 0 




IIA 


«.7 


-50 9 






1 46 


06) 


-56 8 


M2 


2.1 1 


161 


085 


-47.2 






4.94 


068 


-86J 








6J5 




32 




4 94 


3.42 


-30.7 






3.11 


2.18 


-29 8 






5.27 


5.23 


-.7 


4S3 


4 67 


(23.121 


(r3.l2) 






(:4.92) 


0.99 


0J8 


-61 6 




0.46 


38 


34 


-lOJ 


Ml 


46 


20 


1.7 


-15.0 




1.1 


lu \ 




2W 




X9 




l- 


16 2 


21 


4.*" 




2».« 




It 
















^ U 










* li 


- N.I 







Conln4 <j«>ujp* 
IW 



6.78 
•..90 
<r3.9l) 
60 

11.2 

54 19 
47 



4.7 
13.3 
4 05 



6.5 
(^3 8) 
7.18 
4.8 



6.5 
14 



6.10 
(£2.3) 



12.9 
2 01 
6.44 



5.03 
(24,92) 
0 62 
4.8 



1.6 
114 



• 1116^ 



♦ 516 
-80 8 



♦34.x 
♦ 4 J 

♦ 21J 

•2X I 

•2'' 



% 

-6 8 
486 

31.7 

-17.0 

-32.9 
-9.0 

-4.5 
-180 
-42 6 
-42.0 
-319 

-16 5 

-3 2 
-8.1 
-5,7 
-23.1 

-14.1 
-71.1 
-46.1 
-46 2 

-41.S 
-50 

-21.4 

0 

-19.7 
-29 0 



-74 6 
-83 2 
-64.1 

-416 

-80.6 
-1.4 
-30 7 

-29 8 

-M 

-96.4 
-14 8 

-»K.i 

V6 



32 



29 



MF 



Hciniofcipf)> 



Alt FofCf boifH- 
lil 

Fft tct vHKr 

InpJiKni suc> 
(:ct) choice) V 
tcctofay 



supporr 

ErkxkmjI 

wpport 

Instruction 

SKoci tcctn 
pivchothcMpv 

instruction 



Coit' 



Johnvon ct Jl. (rtpJi- 
cition ttudy Mi(h tor 
mer timplc ii controlt^ 



InpJhcnt sur- 
ffiy. choWcyi- 
tcctornir 



5 »)P*»ot 
initrucTton 



KnuKCon (35)« 

Kof>4n ct il, f37;< '2 jcirt 
pre vcfstn 2 tcirt pmt' 
Un^ct CI il< 08}< 



Icvilin ct jL (39*' 
LiKknun ct jI. (40/ 

LinJcminctit Ml>* 
Loft(:ol>irdi (42 /< 
Lwit (43;* 



All i{:ct 



5-15 



21* MF 

- .VtT 
MF 

F 

— M/F 

50 MT 
216 M/F 
<2,2 M 



Countclinf CCD 

ICf 

HMO 



HMO 

Inpiticnt turret) 



InpitiCftt tur^crj' 
InpitKnr tui^cry 



Militiry hciltS 
dtnic 

InpitKnt wttfty 



Coun$<liftg 

Short- rcrm 
ps)chothcrip)r 
Shon term 
piychothcMpy 
Einononil 
suppon ' 
InttrucTton 
Both 

Liittofl ptjrdti' 
jrry 

Inttnjction 



Inpiticnt turjcty Intirucoon 



Short term 
ptjrchothcripx 
J ryptiot 
cmotionil )up< 
port 



Diyt 
Dtyi 



MiMujlhct il (4V 
MnKjnic rt 4l <At,yr 



IX • MF 



Fc«4or-$crvice 
hcilth climc 



Mcntil hcilth 
ccDtcr 

Frc for ^hkc 
ptvchoihciipt 



Alco>>o1 coun' 
$cl.t 



Short icfm 
piychothcfipy 
Short term 
pijrchorhcripy 



Di^i loir 
Sick cliiim 
Coit of 
diimt 
Viutt^ 

Vi«t»» 



Cui!c|cc hcilth 
ilinic 



Am y Vsydmtry 141:10, October 1984 



J 3 



ERIC 



-971 0-88-2 



30 



r 



ICHI ESINGER. CLASS, ET Al. 



K\.K«>(heripjr Group ^ Control Croupt 



..lMn(£$D) ^ Mon (sSD) ^ ^ 

l» 3.13 ; -1.9 
(iO.71) 

l» , " 5.5 -10.9 

It 5.4 .,1 

(116) 

l» 3 6 14 3.9 -7.7 

(lOS) (10.9) 

I* 3 6 .7.7 

-72 « -U -tJ 





$1647 


S7.06 


"57.1 


439S 




— 




-57.1 


M 




6.20 




10 




6J6 




-24 


H 




5.97 












-6.1 


12 




5.7t 












-9.1 






5 14 












-1.2 


It 




5^9 












-161 


II 

s 








10 




6.39 




-It 2 


4 




S24 












-110 


!■» 




5.24 












-ISO 






5J5 












-m 


KO 


S93.22 


S4162 


-55.4 


150 


S36.25 


S36.79 


♦ U 


-56 9 


il<5 


625 


5,75 


-SI 










-S.I 


148 


7.SJ 


6.74 


-I4.I 


14S 


4J9 


4J1 


-IS 


-12J 


14 




5 64 




15 




7.6 




-25.1 


15 




7.2 












-5J 


15 




62 












-IM 


23 




30 




23 




42 




-2t6 






6 70 




S6 




6 65 






19 




2.11 




II 




30 




-29.7 


107 




(iO.74) 








(s3 0) 






6J 




132 




t4 




-216 


17 




(r3 S) 








(£7J) 




7.47 


2,71 


-63.7 


17 


6.94 


7.12 


♦2 6 


-6<J 


9 




10J6 




9 




12.7t 




-17.4 






(sl.13) 








(12 05) 




9 




12.22 












-4 4 






(S2.17) 














9 




12 7S 












00 


104 




(S4«) 














33.1 


17.1 


-4SJ 


4S 


14J3 


31.69 


♦12M 


-169.4 


104 


1.75 


0 95 


-45 6 


4S 


1.19 


1.42 


♦ 19 J 


-64 9 


104 


SS99.56 


S46S.lt 


-4S0 


4S 


$397^4 


S904.44 


♦ 127J 


-175.5 


119 


6.7 


11.6 


♦ 72.4 










♦72.4 


91 


5.2 


44 


-15.4 


S42 


2.6 


24 


-7.7 


-7.7 




(25.0) 


U5 0) 






(s3J) 


(23.5) 








0 23 


0.15 


-34 S 




010 


OJI 


♦ 10 


-44.t 


44 


2.5 


1.11 


-55J 


3S 


1.5 


ost 


-4U 


-144 



; Psychiatry t4t:t0, October t984 IU9 



31 



COST OF MkOICAL imUZATlON FOIJ.OWINC Mf^M mMTHTirAfMfm 



TASl£ 1 (contkxMd) 



OlciMbki (4t)« 
Onmcycf (49)« 

Pattmoo « al. (S0)» 

hckctt(51W 
|1ocnick<tal(52i« 



In scnrrncion 



20-41 
15-49 



MIT 
Nl/F 
M/F 



Fte" for •terrier 
health dttkK 
Inpatient Mtficry 



Inpatient wtftxy 

JHMOi 

Fbbi health care 
tetn'np 



Shon-tenn 

piydwdiaapir 

inttruction 

plus emoooiul 

uippon 

Efnoeiona! 

fuppon 

Sho« term 

pijrchotherapjr 



2 lypeiof 

Alcohol eoun< 
selif^ 
Shoct-ienn 
ptjrchotherapjr 



Outcome Meawrc 
Outpatient Inpane nt 



Vlwts* 



Lab viutt 
X-fajr «Mt» 



Vitit»»> 



Dajr* 



Day* 



Riwfetal. (54)' 
Roieti<tal.(55)< 



Schinittetal.{56)« 
Sherman <t al. (S7)» 



Smith (58)> 
Surman et al (59)* 
Um(*0)« 
Van StecnhwiK 

Wt]ion<(2l< 



561 

20 0 



20-70 
25-77 



M/F 



M 

M/F 



M/F 
M'F 

M 



VA inpatient 
fursery 
Health Joence 
cent-f 



VA inpaiKni 

wrjefy 

HMO 



ColIei:e health 
Mrvice 

Irpaneniturgtry 
HMO 

Inpatient wrtrry 



Inpatient tut* 
jerjf! Cholecy*' 
tectomjf 



Shoct'teim 
psychotherapjr 



Croup diKut" 
woo 

Alcxiho) coun< 
selnt 



Short tetm 

piychothcfapr 

Emotional 

tuppon 

Short-term 

piychotherapy 

Emotional 

support 

Instruction 

Inttruction 

Relaxation 

training 

Both 



Doctor vi»- 
in 

DiatnoMK 
viutt 
PreKTip* 
tions 



Co»t/year 
pet pa- 
tietit* 



Dtyt 



Dat« 



petp* 
tient 



Hjrttereaomjr 



Relaxation 

training 

Both 



'I »p»riB^<iwjl Jf-tn^nK »»»M*»»A'"< 
• lime HtK-^^dJ* 

'1n,l>}J«\tlM<<^v<4 \ f t«v (ill r '4^ 'nsl •ItMd^Wlo^ ^ r « tiiru* 



A,„ir>uh,,lnl-lhl"-'>'"'''^f 



ERIC 



32 



MUMFORD, SaiLESlNCER. CLASS, ET AL 



.ftTft*9fh<t- 'P7 Croup 



N 


M I* 




% 


N 


M(in c 


sSD) 


% 

0>ingt — 


% 

D\Htttncf 


Prt 


fotx 


Prr 






3 0 


3J 


♦ 1*7 


7/)ll 


1.9 


2.05 


♦7.9 


♦ tt 




12(5 


109 J 


•*13.4 




74 0 


660 


-lOt 


-2.( 


27 




6.0 




26 




66 




-9.1 


2« 




5 S 












-12.1 


m 


601 


J.72 


-5.0 










-5.0 




1 S( 


1J9 


-14 ( 






mm 


mm 


-14 < 






0.24 


-29.4 










-29.4 


16 




7.44 




11 




7.45 




-.1 


H 




7J3 












-1< 


it7 


1 01 


0(t 


-32.7 


314 


0.14 


0.20 


♦42.9 


-75 6 




U0«7) 


(S0<7) 






(:0 29} 


(SO 29) 






917 




6.7 




172 




7.1 




-5.< 






(.1 




379 




t.7 




-29 9 


2St 




4.t 




555 




6.7 




-2t.4 


9J7 




4.9 




491 




6^ 




-210 


t 








12 




I4J 




-lt.9 


103 


5«9 


3.37 


-40A 


100 


2.73 


2.«3 


-3.7 


-37.1 




2.S2 


2.11 


-25.2 




2.1( 


2.32 


♦ 7.4 


-3W 




3.t( 


2.22 






2.47 


2.11 


♦ 1( 


-44.1 




2.13 


\A6 






LSI 


1.90 


♦ 1.1 


-4«< 


25 




9.7 




25 




11.9 




-17.t 


a 


293 


2(3 


-102 


15 


m 


339 


♦0'» 


-11.1 


a 


27t 


151 


-45.7 


15 


209 


493 


♦ 135.9 


-ltl< 


49 


1.41 


1J2 


+ 71 


49 


1.30 


1.10 


-15.4 


♦23 2 


20 




13.4 




20 




17 




-2U 


' 4J 


4.11 


3.71 


-11.2 


45 


4.00 


2t« 


^2tJ 


♦ 17 J 


It 




ll.l 




It 




lOJ 




♦7.t 



Ht ll.« +12 ( 

6J0 ' t 7Jt -11.9 

i . (S0.7<) (£1.41) 

|< ((3 -10.2 

VI 6,17 -15 0 
1- (sl.27) 

If 7.22 10 t.40 -14.1 

■ 7J0 -10.7 
• (Sl.<7) 

■ 7.75 -<.9 

m.. (£1.67) 

(Tt). UhJctua (tO/. Nofflm « «l (t I), httttvon tt «L (t2}. tod S<l»r« «i «L (t)). 



1^ 



36 



33 



MtlMtORl). S( lit I SINt.l R. (,l ASS. \ I At, 



, , . I) ailr ^'<>^ 'tD^I ( tH>k Si {Xrforitiul .t 
W^t \ . n «'h« IIUH-.HI.^K Mv «»f vmj offnt tHtxiv 
iit.umtnt .imonj; vnrKivjl p.iitoUN 
wLa - •• ' JiKih'Hl Kti \ul>]ixi JsstgntiKnl 

^ * .*».oiOMtu.ilU rt'bial lo the si/c of cMimat^A 

(>l iKe estimates of the effects of menia) health 
■riinuiit on outpatient medical utilization, only 6te 
• Z^trtwnexpenmental studies. Of the 71 otimatoof 
Jic cttVvi of mental health treatment on inpatient 
^IiritM>nt ^2 came from experimental studio. The 
^ggsim\ \< hopelcsdx confounded with study method* 
■ Jk<\ ^^'^ ^^^^ ^ approached in a different way. 
' hw -tiiJiej (20, 23. 46, 55, 57) provided data that 
jn unconfounded examination of the effects of 
(sivhtttherapx on inpatient as well as outpatient medi* 
ij1 Kite utiliuiion. In all but one, the rtduaion in 
^pjiK-ni medical utilization exceeded the reduaion in 
cDtpJiient utilization. The average change was 
• '<.4% for inpatient utiliution and -22.6% for 
imipJiicnt uttliution. Only one study (20) was an 
c%»cpiion to this pattern. If one assumes that these 6ve 
uuJio were drawn from a population of studies for 
vhkh It is hypothesized that there is a JO probability 
i4 mpjiient utilization being reduced more than outpa* 
tKTit utilization, then the four ''successes** (inpatient 
rrJuctiOh greater than outpatient) in 6ve "trials'* have 
J probibility less than . 10 of bang equaled or exceed* 
rd under the hypothesis. 

Thc^ five studies have strengths and weaknesses 
tKjt are complementary. On balance they permit the 
umduuon that the oLHet e6f"n is likelv to be greater 
for inpatient medical care utiliution than for outpa^ 
i>eni utilization. As we shall set, analysis of insurance 
daims will strengthen this impression. 

Ajtf of Patients as a Mediatwg Factor ut Cost-Offset 
Effects 

Mou of the cost -offset studies did not report 6nd* 
by age of pauent; we found only two cost-offset 
uudies ot older people that were suitable for meta* 
analysis (29, 39). Neither of these dealt with outpa • 
iicnt psychotherapy, posiibiy reilecting a misleading 
btai that older patients do mt profit from outpatient 
psychotherapy. There are, of «x>urse, many case reports 
and studies of positive bcnef.ts of mental health treat* 
mcnt for geriatric padenti. Cor example, Godbote and 
Vcrinis (67) compared the effects of two forms of 
psychotherapy in a study of 61 hospitalized patients 
and repotted benefits for both treatment groups as 
assessed by improvement in rating forms completed by 
nursing staff and author/iherapists. 

National statistTcs show the same trend as the 
research literature. In 1980 persons age 65 years and 
older constituted 1 1% of the population and account* 



al for 29% of .ill licillli t-NpciuhtiircN (SS>. Yet ihcy 
r(XTi\cd 4 divprop<»rtioiuicl) vnull p<»rnon 1%) 
of i)utp.iticnl niciiLiI hcilih vcnucj. iS(», These figure* 
>uggot undcruiiliMtMin uf incntjl hejiih >enicc% by 
this age group. Older people mav be less likely than 
other age groups lo be referred for mental heahh 
treatinent. although their needs may be greater and 
benefits would seem to be significant. 

Levitan and Kornfeld (39) provided psychiatric con* 
sukation to 24 elderly patients hospitalized for frac- 
tured femur and compared their hospital stays with 
those of a comparison group of 26 patients hospital* 
ired for the same reason witnout psychiatric interven* 
tion in the same monihs of the previous year in the 
same hospital. Length of stay tor the intervention 
group was 12 days shorter than the mean of 42 days 
for the control group, and twice as many of the 
patients who had oeen provided consultation returned 
home rather than being discharged to a nursing home 
or other institution. 

Hill (29) studied 40 cataraa surgery patients be* 
tween the ages of .50 and 9 1 years. They were random* 
ly assigned to a behavioral training group, a sensory 
information training group, a combinea behavioral 
and sensory trairung group, or a comparison group 
that received no special preparation. would nor 
expect important differences in length of stay, since th 
mean hosoital stay for all four groups of patients wa 
only a little over 3 days. However, a second outcome 
variable— first venture from home after discharge- 
did show significant differences in the cxpeaed direc- 
tion. The "'combined'* group ventured out soonest 
from home, and both other treatment groups ventured 
out sooner th«n the comparison group. 

Since we could find only two studies that direaly 
addressed the impact of age on the offset effect, we 
measured its impaa indirectly throueh meta*analysu 
of the 23 studies that did report the man age of 
subjects. In 15 inpatient studies the mean age of the 
patienu was 48.14 years, and the correlation between 
the mean age listed in each studv and the effect size was 
*-.44, indicating that older subjects benefit more. In 
four outpatient studies that used visits to the doctor as 
the outcome measure, the mean age of the patients was 
30.53 years,and the correlation between mean age and 
effect size was -.31. In four alcohol outpatient studies 
the mean age of the dients wis 35.8 years, and the 
correlation between mean age and effect size was 
-.78. Thus in three different settings with three differ* 
ent populations a consistent finding emerges: Older 
people tend to have greater offset effects following 
menul health treatment. 



METHOD 2: ANALYSIS OF HEALTH INSURANCE 
CLAIMS HLES 

The claims files of the Blue Cross and Blue Shield 
FEPfrom 1974 through 1978 contain the medical care 
charges for a national sample of 6.7 million federal 
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About 53% of .ill federal employee* wvrc ttuiirrd hy 
FEP dtmng ihoc >ear%, provhliog tl»< largot fci'^fiir* 
service data ha>c awilahle. Ilie prtHTdurc^ for iratu- 
forming the claims filc^ to rcKarch filo are doinbcd 
elsewhere (87). About 1.5% of persons cohered rc« 
ceived some form of mental health scr>icc* in any I 
year during the 5-) ear period, or about 3.V% dunng 
the 5 years. This proportion is consistent with other 
reports that !% to 1.8% of general medical j>atients 
receive psychiatric treatment in a 1-year pcnod (88, 
89). 

Previous work (87) has shown a dose response 
relationship for psychotheraoy and medical cart utili- 
zation, with a cosfoffset eSca becoming clear after 
about six psychotherapy visits. In the proem study, 
therefore, we cxaminco the medical utilization of a 
group of persons who had at least seven outpatient 
mental health treatment visits bc^'nnin^ in 1975 but 
no psychiatric inpatient claims at any time. VCV com< 
pared their medical care utilization with that of a 
randotnly selected subset of persons who filed no 
mental health daims throughout the 5 years of the 
data base. Each person in both groups was drawn from 
a contraa that was acrive from 1974 through 1978 
aod was required to have at least one medical datm of 
•ay size kt 1975 to enter the study. The data thus 
nfcescnt persons who made at least minimal use of 
iMdical care aervices. About 19% of contraas filed no 
cUms during the 5 years. To ensure that differences in 
^Mlh rates would not bias the results, eadi person 
ov«r age 55 had to have at ttait one daim of any kind 
M l)78i the last year of the data base 

TIms method of comparison avoids c xitaltzjng on 
a«*Mtical regrcwion to the mean, since -^th groups 
w«N compared on calendar time and hid the ume 
iWfrircment to enter the study, a medical daim in 
1975. VR(r were thus able to compart the medical care 
uulization of the two groups for 1 year before the year 
of the entry requirement and for 3 years following it, 
which is also Oie year in which each person tn the 
treatment group began a first episode of outpatient 
psychotherapy with or without drugs. 



RESULTS 2 

Evidene* of General Cost-Off^ Effects 

Figure 1 shows that in 1974, the year before the start 
of mental health treatment, the medical charges for the 
treatment group were markedly higher than those for 
the comparison gfoup, a finding consistent with the 
literature that suggest} cxocis morbidity from physical 
disease among the mentally ill (90, 91) and our earlier 
findings (87). The medical charges of both groups rose 
in 1975 In pan as an anifaaof seleaion— eadi person 
was required to have as least one medical daim in that 
year. The medical care charges of both groups then fell 
In 1976 and rose again at a slower rate from 1976 to 
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1978. Following mental health treatment, the in«4 
cart charges of the treatment group inarased ■ 
slowly than the average indatton rale of 13.6% 
jrear. In contrast, the charges of the comparison pi 
inaeased faster than the inftation rate. If wc adjwr 
means for 1975-1978 for the difference betwMv< 
groups in 1974, the adjusted means of the trMirf 
group were significantly lower than those of dn^ 
parison group during each of these 4 years (t« 
-2.44, -2.69, and -3.77, respeaively, p<.05). 

The treatment group was younger than the cotifi 
son group (33.6 years versus 39.4 years) and cont4 
more females (59.6% versus 53.2%). Since ym 
medical services increases with age, is hi^KTi 
females, and varies geographiall) , tt is possible i 
differences in utiliution favoring the mental ! 
group could be explained bv these variables. The 
wc adjusted the means of the menul health treaa 
and comparison groups for age, sex, and rcg' 
differences by the method of unweighted means a 
sis (92). Removing the "nuisance variables" in i 
way did not alter the general form of the finding!- 1 
adjusted mesns were different, but the patten < 
dififerences was not affected. Therefore the folk 
analyses will be based on actual means whose i 
xTtp are perhaps intuitively easier to grasp. 

Cost'O/fset Effects in Claims Files: Outpatient 
Versus Inpatient Medical Utihzation 

Figure 2 compares the outpatient and inpatieal 
medical care charges of the persons whose total roedr* 
cal charges were graphed in figure 1. OutpatieiC 
charges include physician office visits, outpatient laJb^ 
raiory charges, and prcscnption drjgs. Inpatk^ 
charges include all medical charges incurred while ^ 
patient was hospitalized, e.g., hospital bed, physidJA 
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1^ jnJ other charges billed (cparitely Jurinj; the 
^^utiMtion. 

h i\ (Var that tn every year the mental health fttoup 
^cia m<>re in outpatient charges than the comfurison 
^intjy. The curves are nearly parallel. After adjuitment 
lithe means hr 1975 throush 1978 for differences 
l^roi the two groups in 1974, the only sisnifkani 
Mcntne between them occurred in 1975 and favored 
Ae fciMnpariton group. The mean inpatient medical 
c«e kharies of the mental health group were alto 
|^h<r thin thoie of the comparison group in 1974. 
kt in 197t tbqr Htre lower* and in the intervening 
tan iher were nearly indistinguishable. After adjust* 
KM of the means for differences in 1974, the menul 
ke^hh group had significantly lower inpatient medical 
ure charges in cver^ subsequent year. Tbc cost-oSsei 
<tfcct that we say in adjusted rotal mcdieal charges 
•as priiaarily the result of ■ lowering of inpatient 
•vdical diurgcs for the mentxl health group. 

Ctnt'Offtft Efftcts m CUtms FtUs as SUdiaud by 
f Mints* Age 

An examination of the cost-offset effect for narrow 
M subsets is complicated by the iKcessanly small sizes 
Jthese groups and the high variances characteristic of 
Bcdical daims data. Since most persons obtain mcdi* 
CiS care only occasionally, cbims data consist mostly 
f>i xero entries. Oaims generally range from a few 
Msrs to several hundred dollars, with a few much 
brger entries. In small groups, a single person with 
mraordinarily hi^ medical ^^jiuns can increase the 
nriance considerably and complicate the interprcta> 
Mn of differences among group means. We can avoid 
ikis problem by removing the extreme cases, defined as 
perwns %vith to<al medical charges over S20,000 in a 
u«gle year, from both the mental health and compari- 
too groups. 

Removing the extreme eases from both groups low- 
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nCUKC 4. D<thtfnc«« In Mmii OutpttWnt M««e40«tM for r«tf 
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VbJtl riWN 1974 TlvwKh 1978 M Ht InpXM ri]fCMj*fk 
culm «nd a Ibndoni S«R«I« «< f«rwftt WWl Nt y«nUI HmO 
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ered the mean of each group by only a few dollars and 
reduced the siie of both groups by only 0.4%« Thus 
variance >nd standard ertorl were minimized without 
altering the general form of the findingi. 

To emphasize the relative differences in medical care 
utilization of age subsets, figure 3 ditpl^yt differences 
between the mean inpatient medical charges of the 
treatment group arJ the caparison group for four 
a£e groups. Figure A presents the same differences for 
outpatient medical utilization. Negative differer>ces 
(b<diow the zero line) indicate that the treatment group 
had lower charges than the comparison group. A 
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faliin^l curve* ^hcttxr aborc or below the rcro differ* 
cncc line, indtcsics a coit-cffiet cffc<t. Graphing Jjffcr. 
cfKti in thit way removes ihc inflaiton component, 
tincc it affects both groupi equally. 

A comparttOA of 6suret J and 4 ihoHi that the cott* 
offict cfiFeat sctn for total medical chirgct multcd 
UrgcJjr from lowered inpatient medical charget. Fur» 
ther, the oldctt age group among the mental health 
treatment penon^ thote ove? 55, dearly »hoHcd ihe 
mott dranutic decreaie In hofpital charge*: in 1974 
they had averatc inpatient medial charges more than 
SI60 higher than thoK of the comparison group. In 
197S they were spending $70 let*. This finding cannot 
be explained by teleaive dropout, since all persons in 
the oldest age groups wxre required to ha\ e at least one 
claim in 197S» 

Figure 4 shows that the diCferenCes in outpatient 
m-d*a| charges of all the age groups remained fairly 
constant over the 5 years and that the expenditures of 
the mental health group were higher in every year than 
those of the comparison group. Tht slight dips in the 
curve of the oldest age group reflea the faa that those 
over age 55 in the mental health treatment group had 
Signifiantly lower outpatient charges in 1975 and 
1977 (t— 4 Jl and - 1.99, respcaively, p<.05). 

ThcK findinp for fce^fot'Servicc health insurance 
uiUcnbers are generally in accord n-iih findings de- 
rived from our meta-analyses of studies done in orga^ 
atacd medical are settings and hospitals using both 
experimental and time* series mcthodt. 



Retrospective analyst of health insurance claims 
dau and meta-analyses of time*series studies and 
prospective ccfttrolled experimental studies converge 
5^, provide evidence of a general cost-offset effea 
following outpatient psychotherapy. Hie %v»despread 
and persistent evidence of reduced rate of increase of 
medial expense following mental health treatment 
argues for the Inseparability of mind and body in 
health are, and it also argues spcd/ially for the 
likehhood that mental health treatment may (mprovc 
patients* ability to stsy healthy enough to avoid hoipi« 
tat admissioti for physial illness. 

The clearest cost-offset effect appears largely in the 
reduction of Inpatient rather than outpatient costs. As 
we noted {n an arlicr study (87), inpatient charges 
account for 75% of total medial diarges and subs tan. 
tial Mvings wouW have to result from reduced hotpi. 
taliiation. Older patients show larger cost-offset effects 
than younger ones. These findings could be Surprising 
to anyofvc believing that mental health treatment is 
necesiarily more effective for younger than older pco^ 
pic. Hie findings could alto be sutprisr g if one had 
assumed that reduaion of medial services associated 
with psychotherapy is a function of Iceping "ihc 
^»orrKd ^eir from "cluiiering outpaiient ser%u-pk" 
>Xt have prevented more detailed evidence el^enhcrc lu 
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show that recipients of mental healih services suffa 
more chronic disease and are phytially sicler thi« 
people who do not use psychiatric services (3, 87, 93^ 
The cffeas of outpatient mental health treatmcn 
annot be explained as simple substitution of iir« 
outpatient servkc for another. 

Older people getKrally use more medial servK^j 
and more expensive inpatient services, leaving mort 
room for cost reduaions. But other factors may alto 
contribute. Many oliJer people have spedal menti) 
health tieeds following emotionally distressing events 
such as suffering physial disease; experiencing loss 
friends, spouse, sooal status, or income; being viaiiai 
of crime; or being forced to reloate. Tbe 1975 Haaii 
survey showed that 8% of the respondents 65 anj 
older uid they had no doK person to talk to, coo 
pared with 5% of the respondents imdet 65 (94). 
Older men and women onen have multiple social 
pr^lems and more than one chronic disease or dfv 
ability. Yet on average they arc seen for a thonet 
period of time by their doaors during outpatient *itm 
(95). Older people may also be in jeopardy Wcmm 
their lives lack the struaure of a daily work tmmm 
and the supponivc sodal networil associatcl wah 
employmenb The cider patient— even if voluble «b«« 
physial syi^ptoms or peeve*— may not vol 
much about emotional distress to a much yc 
physician, who also may rH>t inquire ab<>ut sudi 
lems when examining an elderly patient. Such a wmt- 
tion is not promising for early deteoion of neW fcr 
mental health tntenrention, nof is it oftinul for MO*r 
cooperation between patient and t^ysidan m Ar 
effective management of dironic illness that v»^n4i 
minimiae need for hospitaliution. 

In view of the r>ceds of the older population, plat^ 
psycholo^al intervention may have special * ;\aA* 
Uges. Provision of menul health services te oUtr 

nie could serve to shore up flagging determinaiicM 
^low medial advice and to suy healthy ani 
todall^ engaged. Evidence from one study of patK-st 
eduation and suppon for hypenensive patient t rp 
ported that the specal program had a more powti** 
inflo*nce oo compliance among dderly than amo«g 
young v^tienu (96% 

In vit of the evidence fr»m the literature and tf^ 
our srxidies of health Insurance daims, underutiltxand^ 
of mental health services by the dderly may touh * 
needlcu suffering among the elderly arid r»<edIoS ♦■^ 
to sodety* 

1, Duckrut* A. jonvwk L M ncfMical saJ uiu*t*^ii i*<f^ 
MO ritt iWrifyutiC pocrMuJ cl ftjrckMiwlftie ttrttfMM. » 
NfonurtI 3« 1M5 ^ 

r f<Mi KK. VikKi TR; UufM U Akohul. On* ^^"5 
Mmil Ikttdi Tnttmnt o« MAktl Ok ^ 
Ore irtlWSdpfJcmfMi. im ^ 

«l Ky»fco*Kffi^ UN UlOuiii.* It*r-* * ^ ,1,^ 
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STATEMENT OF DR CAROLEE DeVITO, Ph.D., M.P.H., DIRECTOR 
OF PLANNING AND EVALUATION, SOUTH SHORE HOSPITAL, 
MIAMI BEACH. FI. 

Dr. DeVito. Thank you. Senator. I appreciate the opportunity to 
provide an overview of our recent efforts related to risk reduction 
and prevention among the elderly. I am an associate professor and 
vice chairperson of Family Medicine and Community Health at the 
University of Miami and work with the South Shore Hospital and 
Medical Center as their Director of Planning and Evaluation. 

The major topic I would like to discuss this morning can be de- 
scribed as the technology of geriatric assessment and planning. 
This includes developing appropriate linkages among providers to 
enhance the match between services that are needed and services 
that are actually delivered to the elderly. The ultimate goal centers 
on maximizing patients' ability to live independently and minimiz- 
ing risks, such as unnecessary or premature institutionalization, 
disease progression, and pain or suffering. 

Before proceeding with this discussion, I would like to raise brief- 
ly an additional -topic which has been the focus of our efforts. Cur- 
rently under way is a 5-year epidemiological study of falls among 
the elderly in our community. It is funded under a cooperative 
agreement from the Centers for Disease Control. 

Injuries among the elderly are a major public health concern— 
Dr. Eisdorfer has already alluded to them— in terms of death, in 
terms of disability, and also in terms of medical costs. Persons 65 
years of age and over constitute about 11 percent of the population, 
but they account for 45 percent of the unintentional home injury 
deaths. 

In the United States, there are over three and a half million in- 
juries per year that occur to persons 65 years of age or older in 
their home. In our area alone, in the 3 years that we have had a 
surveillance system set up, there have been over 4,500 falls brought 
to our attention. 

We need national support, and we need local implementation 
strategies to attack this problem, both in the academic think tanks 
to identify the risk factors and in the community settings that in- 
stitute some of the programs that we already know could be effec- 
tive. 

At this time, I would like to return to the discussion of our hospi- 
tal initiatives in long-term care program. These 24, Robert Wood 
Johnson Foundation-supported programs vary cons) 'erably across 
the country. However, they have all been developed vvith the recog- 
nition that no other community institution serves more older 
people than the community general hospital. 

With the collaboration of South Shore Hospital and Medical 
Center, we have directed attention to the constituency of older per- 
sons in the unique catchment area of South Miami Beach. The risk 
reduction problems and delivery of care are the same in South 
Miami Beach as in most other communities, but here— due to sheer 
numbers, economic deprivation, and the geographic isolation of 
that community— the problems really exist in a blatant form. 

Using the same term that Senator Graham mentioned, we 
dubbed this a natural geriatric laboratory for the study and imple- 
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mention of innovative programs. Selected estimates from last year 
provide a little bit of a profile of that target popuLtion, too. About 
40 percent of those people are hospitalized more than once a year; 
they are very frail. 

They are very functionally dependent; they are in need of great 
numbers of services at discharge. For example, almost 60 percent 
need help bathing; over 30 percent need help dressing; 16 percent 
need help using the toilet; over 11 percent need help eating; and 
over half need help with things like shopping, doing laundry, and 
housecleaning and so on. They are very isolated, and they are in 
great need of commiinity based services. 

The geriatric assessment and planning program has responded to 
those needs with about 5,000 recommendations annually in 14 dif- 
ferent service categories. The program's successes are highlighted 
by the large numbers of individuals for whom well-defined needs 
are linked specifically to community based service delivery, pro- 
moting the highest possible level of independence and functional 
ability. Its frustrations result from the inability to facilitate link- 
age to service for significant numbers of patients with well-defined 
and weil-measured needs. 

The constraints generally are a result of inability to pay and the 
limited access to subsidiised programs. This results in obvious com- 
promises to the quality of life and a real and cruel substitution of 
preventable hospital stays for in-home care. Though we fully recog- 
nize the uniqueness of the South Beach setting, the kinds of prob- 
lems that we face in meeting the needs of our frail elderly have 
been echoed around the country. 

These types of programs have demonstrated that the acute care 
sett ngs do provide previously underutilized opportunities to en- 
hance care to high-risk elderly through a number of strategies and 
that important benefits accrue from things like standardized and 
systematic comprehensive assessment, the application of interdisci- 
plinary team care, effective linkages among multiple providers and 
levels of care, as well as continual monitoring systems. 

Despite then: feasibility and their irrefutable benefits, these 
strategies really have not been mainstreamed into the care of older 
persons. Furthermore, there are blatant, unmet needs persisting 
for service delivery, such as in-home personal care and supportive 
housing. It is clear that unique programs of service delivery for 
tens or even hundreds of patients, such as the social HMO's or 
even the hospital initiatives demonstrations, may be important iso- 
lated success stories, but they will prove to be trivial. 

Deliberate efforts to restructure entitlement and control over 
services for the typical needs of all of our elderly provide the only 
hope for significant risk reduction. 

I certainly recognize the role of new knowledge and new technol- 
ogy, but our failure to recognize opportunities for risk reduction 
and prevention for the elderly represents an application of technol- 
ogy at its worst. Furthermore, the most painful gaps exist between 
what we currently are quite capable of doing and what we routine- 
ly deliver. 

We need reimbursement for assessment and care coordination, 
commonly called case management, as well as a known appropriate 
range of community-based medical, social, and supportive services 
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to prevent unnecessary compromises to independent living, unnec- 
essary or premature institutionalization, and repeat hospitaliza- 
tion. Thank you. 

Senator Mitchell. Thank you very much. That has been very 
helpful. 

[Applause.] 

Senator Mitchell. Ms. Carbonell, welcome. 
[The prepared statement of Dr. DeVito follows:] 
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Testlttony 
BY 

Carolee A. DeVlto» PhD» >1FH 
Associate Professor and 
Vice Chairperson 
Department of Faolly Medicine and 
Comaunlty Health 
University of Miaal School of Medicine 

Senator Grahaa» Senator Mitchell and cenbers of the Senate 
Finance Coimlttee* oy nase Is Carolee A. DeVlto. I am an associate 
professor &nd v5.ce -chairperson for the Departcent of Fanlly 
Medicine and Conimnlty Health of the University of Miami School of 
Medicine. My background ai^d training Include public health as veil 
aa the organization and delivery of health services. 

I greatly appreciate the opportunity to provide an overview of 
our recent efforts related to risk reduction and prevention among 
the elderly. For the past several years* the University of Mlaal 
School of Medicine hab focused Its hsa^th systems development 
capablKtles on the care of older persons* In fact» under the 
leadership cf the Department of Family Medicine and Corasunlcy 
Health » high risk elderly populations were Identified and 
comomnlty-orlented health care strategies were developed to better 
meet their needs. 

Our efforts attracted funds from the local private sector as 
veil as local and national foundations Including a U.K. Kellogg 
Foundation grant to develop assessment technology for long-term 
care needs In acute care hospitals. Additionally, the University 
of Miami's cowaunlty hospital project, the Geriatric Assessment 
and Planning (GAP) Program, enjoyed* four years of support as one 
of 24 sites In the nation and the only Florida site In The Robert 
Wood Johnson Foundation's Program for Hospital laltlatlves In 
Long-Term Care (HILTC), 

The major topic I would like to discuss this aomlng can be 
described as the technology of geriatric assessment and planning. 
This includes developing appropriate linkages among providers to 
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enhance the oatch between services needed and services actually 
delivered to the eXderly. The ultloate goal centers on taaxinizing 
patients* ability to live Independently and cdninizing risks such 
88 unnecessary or premature institutionalization, disease 
progression and pain or suffering. 

Before proceeding with this discussion, I would like to raise 
briefly an additional topic which has been the focus of our 
efforts. Currently u.ider way is a five year epideniological study 
of falls among the elderly in our comzaunity, funded under a 
cooperative agreement with the Dade County Public Health Unit and 
the federal Centers foir Dissase Control in Atlanta. The study 
resulted from a recognition of the Individual and societal burden 
of preventable injuries among the eldcrl>. 

Injuries ascong the eldftrly are a major public health concern 
In terms of death, disability, and medical costs. Persons 65 years 
of age and over constitute about 111 of the U.S. population, but 
they account for about 45Z of all unintentional home injury deaths 
(National Safety Council, 1982). In; the United States (1981) over 
3.5 million injuries, 14.2 injuries per 100 persons per year, 
occur to persons 65 years of age and over as a result of home 
injuries (National Cinter for Health Statistics, 1983). Persons 65 
years of age and over also have the largest number (over 76 
mllUon) and the highest rate (308.3 per 100 persons per year) of 
days restricted activity as a result of home injuries than at any 
other age group, and the largest number (over 22 million) and the 
higheet rate (91.2 per 100 persons per year) of days of bed 
disablltiy as a result of home injuries than any other age group. 
For persons 65 yeo'rs of age and older, 'falls and fire and bums 
are the most common causes of unintentional injury death in the 
hone. On South Klaml Beach alone, over 4,524 falls have brought 
the elderly to hospitals and their emergency rooms since our 
surveillance began less than three years a^o. 

These problems are more poignant for the very old. The death 
rata from all unintentional injuries for those 75 years of age and 



ERIC 




44 



over Is more than 2 1/2 C1d«8 that of teenagers and young adults, 
the next most vulnerable group. (National Safety Council, 1982). 
Persons 75 years of age and over have the highest injury death 



rates for many causes including falls and fires and bums (Baker, 
1984) . 



Despite its obvious loportance, little attention has been 
given to the identification of factors which can be changed to 
reduce Injuries araong the elderly. National support and local 
Icplementation strategies are needed to attack this problem in 
both academic think-tanks and community settings. Collaboration is 
needed to heighten awareness, to provide education and outreach, 
to Implement changes In contributing personal, medical and 
environmental factors, to stonltor the effectiveness of specific 
interventions and to disseminate the lessons learned. 

As I explained, this Is not the main topic about which I was 
asked to comaent. However, it Is of Importance and relevance to 
your deliberations. Other members of our research team and I would 
be most pleased to provide you with additional Information at your 
request. 

At this time, I would like to return to a discussion of our 
Bospltal Initiatives In Long Term Care program. The HILTC projects 
vary considerably across the county. Bowever» all have developed 
with the recognition that no other comaunity Institution serves 
store older people than the comomnity general hospital (S.J. Brody 
and N.A. Persily, Hospital and the Aged, 1984). The Miami effort, 
the Geriatric Assessment and Planning (GAP) Program, developed 
techniques to redefine and reshape the care of older persons by 
recognizing the unique opportunity to bring standardized and 
systematic cmltldisclplinary assessmen': and planning technology 
for long-term care literally to tht bedside of acute care 
Inpatients* Rather than competing or repeating services which may 
be available, the GAP Program core provides formal strategies to 
train communlty-bai ed physicians. /ind hospital staff in techniques 
of Bultidiscipllnary assessment and Interdisciplinary planning, 
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integrate hotpltal tteas into coganinity provider networks , link 

the coanunity hospital role with the broad array of coczaunity- 

baaed providere, and to track the natch between needs and services 

delivered aaong multiple providers. 

Our vork on the Gap Prograa began In 1980. In collsborstion 

with South Shore Hospital and Medical Center, we directed 
attention to the constituency of frsil older persons in the unique 

catchment sree of South Miami Beach, Florida. 

South Shore Hospital and Medical Center, is s not-for-profit, 
coununity hospital. affiliated with the University of Hianl School 
of Medicine. It .'is the only hospitsl and prloary health csre 
center for the 3.03 squsre mile southemaost tip of the City of 
Miami Beach Island (South Besch ) and it is located about five 
miles from th« University Medical Center canpus. Although the 
demographics of South Beach have changed over the past decade, 
psrticulary in response to large influxes of lEialgrsnt/"entrants", 
health and human aervices delivery to the elderly remains a 
dominant responsibllty to providers in this area. 

The South Beach population can be characterized as sn 

ethnically diverse, poor elderly community in an urban, though 

geographically isolated catchii*ent area. The 1980 census portrsyed 

this is a densely populated urban area with approximately 46,000 

permanent residents, 60Z of whom were over Bge 65. Currently, 

South Besch has one of the highest concentrations (perhsps the 

highest) of older persons aged 75:f snd ages 85+, of any community 

representing 28Z and 7Z, respectively, of its totsl populstion, or 

60Z and 12Z of its elderly populstion. About one-quarter of all 

South Besch elderly sre estlmsted to be below the proverty level 

snd over half livo alone. The challenges of risk reduction srd 

delivery of csre are the same so in most other communities bu** 

here, due to sheer numbers, economic deprivation and geographic 

isolation, problems exist In a blatant form creating s "natursl 
geristric Isboratory" for the development snd testing of 

innovative programs. 
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The developaent of the Geriatric Assessaent and Planning (GAP) 
Program and its various nodules has followed a paradign of 
Conmunuity Oriented Health Care, founded upon therapeutic 
objectives of maximizing patient functional health 
status and patient autonomy, while, in theory, driven by an 
assessment of needs and evaluated by impact on the health outcomes 
of a defined community. Given the reflection of South Beach 
demographics upon thh hospital's acute care service a— median 
patient age of 81 years and 76Z geriatric (1986 data)* — the GAP 
Program Initially targeted elderly hospital inpatients. 

Summarised below are selected estimates from last year to 
provide a profile of the target population: 

• FraU 

- About AOZ are hospitalized more than once a year. 

- The median number of diagnoses per patient admitted is 
four. 

- Over lOZ have specific psychoses while nearly half are 
categorized as confused or disoriented. 

• Functionnlly Dependent 

- Approximately 25Z hearing icq>aired, 75Z vision Imraired. 



*Thc Univerpity of Miami Coiaprehensive ^id.n and Rehabilitation 
Center moved to South SUre Hospital and Kedical Center in 
November of 1935» - igniflcaJiy cbanftlcs the inpatient mix, which 
until that tire vas o,ti 90:£ geriatric. 
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- Activities of Daily Liviisg - Kat« score* at discharge - 
"A", 8% "B". 20Z "C", 6Z "D", 13Z "E", 8Z "F", 20Z "G". 

~ In need of Huaan Help at Discharge - 

17Z need help to obtain/tak« aedication» S9Z need help 

bathing* 34Z need help dressing* 16Z need help using the 

toilet* 13Z need help transferring* IIZ need help 

eating* 12Z need help walking* 50Z need help preparing 

Deals* S2Z need help shopping* 50Z need help doing 

laundry* S2Z need help house cleaning* 25Z need help with 

transportation. 

• Isolated 

" Less than SOZ of needs identified have fomal or 
infonsal resources Inplace prior to progran enrollx&ent 

- About one third live alone 

• In Great Keed of Cocnunity-Based Services 

- Approximately 53Z of patients are discharged to home 
with an additional lUZ discharged to ACLF's** 

" Cocaminity-based services are recommended for over 60Z of 
patients at discharge. 



*for bathing* dressing* transferring* toileting* eating/feeding* 
bowel and bladder continence - A- Performance Without Assistance 
in any of the functions; B through G* Heeds Assistance with one* 
two* three* four* five* si:;; functions* repectively* 

**Adult Congregate LivitiK Facility 
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The GAP ?rogr«Bi has responded to those needs vith about 5,000 
reconsendations annually in 14 different service categories 
(including skilled nursing, physical therapy, occupational 
therapy, speech therapy, attendant/supervision, personal care, 
Bcals, shopping, laundry, houaecleanlng, transportation, 
adaptations to living space, patient/faally education/training, 
equipment/ supplies and others). 

The program's successes are highlighted by the large nusbers 
of individuals for vboa vell-deflned needs are linked specifically 
to cosDsunity-based service delivery, prot&otlng the blghest 
possible level of independence and functional ability* Its 
frustrations result from the inability to facilitate linkage to 
service for significant nuabers of patients vlth vell-defined 
needs. The ccustrainto generally are a result of Inability to pay 
and lintited access to subsidired programs. For e^tsple, ve have 
documented vaiting lists of up to nine Bonths for "Conounity Care 
for the Elderly" personal care asd homeBaksr services vith 
examples of excess need for rehospitalization while patients avait 
co^uninitybased services. This resulco In obvious cosproniscs to 
quality of life, and a cm^l substitution of lika'iy preventable 
hospital stays for in-home care. 

Though vs fully recognize the uniqueness of the South Beach 
setting, the kinds of problems faced in meeting the needs of our 
frail elderly have been echoed by the Hospital Initiatives in 
Long-Term Care Program sites across the country. These types of 
programs have demonstrated that acute care settings provi(3e 

previously underutilized opportunities to enhance care to high 
risk elderly through a number of strategies, and that important 
benefits acrue from, standarized syatematic and comprehensive 
assessment, the application of interdisciplinary team care, 
effective linkages among multiple providers and levels of care as 
veil as continual monitoring systems. Despite their feasibility 
and indisputable benefits, vith the exception of deaonstr tion 
programs and unique vaiver-dependent ftituations, these strategies 
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have not been cainstreaaed into the care of older pariona. 
Fiirther&ore* blatant unmet needs persist for aervice delivery such 
ss in-hone peraonsl care and supportive houcing. 

It is clear that unique prograiaa of service delivery for tens 
or even hvmdreds of patients* such as the Social BKOs or even the 
HILTC deacnstrationa, oay be inportant isolated success stories, 
but they will prove trivisl. Deliberate efforts to rectructure 
entitleaent and control over services for the typical needs of 
all our elderly provides the only hope for significant risk 
reduction. 

Though I certainly recognize the role of nev knovledge and 

technology » our failure to recognize oppartunitiea for risk 

reduction and prevention for the elderly represents an application 

of technology at its worst. Fiirtharaore» the Bost painful "gap** 

exists between what we currently are quite capable of doing, end 

what vc routinely deliver. Ve seed relaburseaent for eeseeoaent 

and csre coordination (cese BAnagcacnt), cs yell as the well known 
approplaCe range of cosatinity-based aedical, social and supportive 

services* to prevent unnecesssry coaproaises to Independent 

living, unnecessary or presiacure institutionalization and repeet 

hospitalization. 

As you Dlght imagine, we have coapiled a significant aaount of 

detailed infor&ation .to describe our prograa efforts a:nd tbe 

thoussnds of patients we have served and nonitored* Ve would be 

happy to share these st any tlxse* 
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PICTORIAL RKPRKJ^KKTATIOK 
KUMHER OF RECODiD^DATiaSS 
FOR COJOWHITY-BASEO SERVICES, NUMBER 
OF REFERRALS TO COKKUNITY-BASED 
SERVICES AND NUMBER OF LINKAGES TO 
COMMUNm-BASED SERVICES, 
CAP PROGRAM 
1986 



I 



RECOMMENDATIO>-S FOR SERVICE* 




REFERRALS TO SERVICE 
(3023) 



REFUSALS 
(BY PATIENT, FAMILY 
OR PHYSICIAN) 
(1910) 




FAST-F0LLO;.'UPS 
(165) 



NO SERVICES 
(1825) 



LINKAGES VITU 
CO^MmITlf-BASED SERVICES 
(^943) 



*IN U DIFFERENT SERVICE CATEGORIES: SRiLtED NURSING, PIIYSICAL TKcRAPY, 
OCCUPATIONAL TIIERAPf, SPEECH THERAPY, ATTENDANT/SUPERVISION, PERSONAL 
CARE, MEALS, SHOPPING, LAUNDRY/HOUSEaEANING, TRANSPORTATION, ADAPTATION 
TO LIVING SPACE, FATIENT/FAMILT EDUCATION/TRAINIIJC, EQUIPMENT/SUPPLIES, 
OTHFRS. 
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riCTORlAL RtJRF.SKNTATlON 
KUHBER OF ASSESSMENTS 
BY TYPE or ASSF^SHENT 
GAP PKOGRAH 
1986 



ENTRY 



ASSESSMENT 



INITIAL PLAN 



ADMISSIONS TO SOUTH SliORE HOSPITAL 
AND MEDICAL CENTER VHO ARE 6Sf YEARS 



2452 ASSESSMENTS AT-ADMISSION 
TO HOSPITAL 

(lOOZ OF PATIENTS 65+ YEARS) 



556 DISCHARGE PLAKS FOR 
PATIENTS RETURNING TO 
NURSING HOMES 

(23Z OF PATIENTS 65+ YEARS) 



1890 ASSESSMENTS DURING 
HOSPITAL STAY 

(77Z OF PATIENTS 65+ YEARS) 



-1/ 

*246S ASSESSMENTS AND SERVICE 
RECOMMENOATIOI^S AT DISCHARGE 
(lOOZ OF PATIENTS 65+ YEARS) 



*TKERE ARE NUMEROUS READMISSIONS WITHIN THE YFJUl, THUS TllE WORKLOAD 
2465 DISCHARGE PIANS REFER TO 1652 TOTAL PATIENTS. 
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STATEMENT OF JOSEFINA CARBONELL, DIRECTOR, LITTLE 
HAVANA ACTIVITIES AND NUTRITION CENTER, MIAMI, FL 

Ms. Carbonell. Thank you. Thank you. Senator, for giving me 
the opportunity to present my testimony on our experience on 
what we do et the front line and at the provider level in senior 
center activities and nutrition programs. I am the Director of the 
Little Havana Activities and Nutrition Centers, and we operate 12 
centers throughout Dade County; and we provide services to over 
21,000 unduplicated clients a year. 

To use policy maken? terms like health promotion and risk re- 
duction have great meaning; to the people whom we serve, they are 
just words. Let me tell you what does have meaning, though, at our 
level. 

At 4 o'clock in the morning, people start to line up at our centers 
to make sure that they get one of the tickets that assures them a 
meal that day. Four o'clock in the morning I said. They don't do 
that just for the meal, but the reality is that their lives revolve 
around the day at the center. 

If they are too late to get a meal ticket, if they are too late to 
break bread with their friends, then they feel that there is no place 
for them that day. 

Lectures on exercise and nutrition and health promotion, even if 
given in Spanish, are not likely to change habits of a lifetime. 
Many of our people suffer at an early age from heart disease, dia- 
betes, and cancer. So, we have to take a different approach. 

We mix green beans— a salad, they don't like— with a little j.;eef 
in some stew and spices, and we call that— "came con papas.'' 

We don't have something called aerobic dancing, and certainly, 
the Jane Fonda tapes don't sell in our community very well. But 
we do put on some Latin music around 11 o'clock in the morning 
and dance and exercise and stretch out. Almost everyone partici- 
pates, except the incurable domino players; but more important, 
there is regular, ongoing health screening for diabetes, cholesterol 
levels, blood pressure, and glaucoma that picks up danger signs at 
an early stage and enables us to intervene with one-on-one counsel- 
ing and referral. What I am saying is that we do it our way, and it 
works— with food, with exercise, with screening, v/ith education. 

Health prevention is really a bjT)roduct of the way we create a 
sense of family and community and companionship in our commu- 
nity. The meal we serve s, for many of our clients, the only hot 
meal they receive in a day. Sometimes you see them leave at the 
end of the day with a piece of fruit and a little container of milk, 
and that is probably what they will have for their evening meal. 

The food tastes like it is Cuban food or Latin food, but it is care- 
fully selected and balanced to meet most of the nutiitional needs of 
our clients. 

Just as important as the nutritional content of the food is the 
fact that people eat it in a social seguing. For many, it is the only 
time that they are not eating alone. We are not a social club, but 
we are more. 

We are their eating club, but we are more. We are in a real 
sense their family and they are ours. This is a country where 
people live as strangers, where the extended family that dominates 
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the Cuban and Latin traditions is disintegrating, where the elderly 
are not honored or valued except at election time. Those are reali- 
ties, but they are not unchangeable realities; we can alter them 
and we are altering them, and I want to tell you how we are doing 
that. 

You can sum up almost everything we do in health promotion 
and risk reduction in two words: participation and contribution. 
Let me talk about participation. 

Participation is health promotion in a fundamental sense and 
participation is risk reduction. We cannot preach health promotion 
and expect behavioral changes, but we create a peer culture where 
health promoting activities are taken as the norm, when it is so- 
cially acceptable to have your blood pressure taken or your sugar 
level checked. 

The mind and the body interact. Social interaction and mental 
stimulation are not reimbursable? under Medicare as a treatment 
modality, but we are not willing to wait until social isolation be- 
comes so acute that it requires medical intervention, hospitaliza- 
tion, or institutionalization. 

I can show you specific cases where a health screening program 
caught problems and prevented serious medical complications, 
problems that w^ere not caught and would not have been caught by 
the HMO's and the PBPO's in which our clients are enrolled. 

Isolation also kills; but before it does, it runs up bills. If health 
was only a matter of chemistry, you would hook us all up to IVs; 
but health is a matter of the spirit, of the will to live, if I didn't 
know it before last year, I learned it the hard way when the 
Gramm-Rudman cuts took effect. We had to cut transportation 
services, which meant that we had to shift some of our people to 
other centers as a matter of cost-effective administration. 

I watched two of those whom we transferred to other centers go 
into deep depression. I saw them mourn the loss of their friends, 
the loss of everything familiar and precious that they had been ac- 
customed to for 10 to 12 years. 

I saw the people at these other centers console them and comfort 
them. I saw them get identical meals and identical nutrition and 
services at their new centers. They lasted a few months, one 3 and 
another 2. 

There is more to health than nutrition. Eating is a s^ial activi- 
ty, and human beings are social animals. That is why our day 
starts with a lot of social activity and participation; and even the 
gossip is as important as the food. The food makes it possible, but it 
is the totality of the program — the participation — that promotes 
health. 

It is difficult to convey the fierce attachment people have to the 
centers like ours, until you confront the grim reality. For many, 
the day ends when they leave the center. 

Another element of our health promotion is contribution. I think 
there is a basic need to feel valued and to feel needed. I think that 
when people give to others, they fe^I their own lives to be impor- 
tant to others. I think it is a key to not only health promotion but 
also to justifying expansion of programs. 
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We feed thousands of people each day with a staff of only 36 em- 
ployees. Most of the work for the rest of the services is done by our 
clients themselves. 

Many programs for senior citizens involve them as volunteers, 
but none I think so extensively as Little Havana. That contribution 
is a form of health promotion. Life is more than taking. I have seen 
people make themselves get well, force their bodies to get well, be- 
cause they felt they were needed by others. 

I think that the element of contribution is not only central to 
health promotion; it is also central from a budgetary point of view. 
It is a key to justifying expansion of programs and expansion is 
critical because the needs are increasing astronomically. 

That is why this program has to be about more than simply 
eating and health prevention. It has to be about participation. I 
think it has become a vehicle by which the elderly can help en- 
lai^e the pie, help expand the total sum of services available to all. 

Let's be candid. Concern over costs and limited dollars lie behind 
much of the concern over prevention, but in an era when everyone 
is concerned about cost containment and budget cuts, generalized 
talk about prevention and risk reduction is not enough. We need to 
do more, to demonstrate more, and to prove more. 

I would be reluctant to stake the survival of this program on a 
claim that we have prevented x number of hospitalizations by 
keeping people happy or by ensuring health promotion and nutri- 
tional consultation. I think it is true. I think we have prevented, 
but I am sure some economist would respond that it would be even 
cheaper and more cost effective if the elderly just didn't live so 
long, once they have stopped adding to the GNP. 

I think that adequate funding for the programs we run has to 
rest not only on lisk reduction and health promotion, but it has to 
rest on contribution. Thank you. 

[Applause.] 

[The prepared statement of Ms. Carbonell follows:] 
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TESriKONY OF 
JOSEFINA CARBONELL 
PRESIDENT 

LIHLE HAVANA ACTIVITIES AND NUTRITION CENTERS 
OF DADE COUNTY, IMC. 

Good morning, distinguished Senators, Co-Panel Kerabers and guests. It is an 
honor to be invited to testify today on the subject of health promotion and 
risic reduction fo- the elcterly. Hy name is Josefina Carbonell. I am the 
director of the Little Havana Activities and Nutrition Centers of Dade County. 
We operate twelve centers throu^out Dade County; we provide services to over 
21,000 elderly individuals each year. 

To you, as poiHcy makers, terms like "health promotion and "risk reduction" 
have great meaning. To the people >«t)Om we serve, they are just words. 

Let me tell you what does have meaning though. 

* At 4:00 a.m., people start to line up at our centers to make sure they 
get one of the tickets that assures them a meal that day. 4:00 am. You 
couldn't pay me enough to get ne up at 4:00 a.m.! They don't do that just 
for a meal that cos*% less than $2.00 per person. Thry say they come for 
the meal — but the reality is that their lives revolves around the day at 
the center. And if they are too late to get a meal ticket, if they cannot 
"break bread" with their friends, then they feel that there is no place for 
them that day. 

Lectures on exercise and nutrition and health promotion — even if given 
in Spanish - are not likely to change habits of a lifetime. Cubans do not 
eat salad. Ke do net eat green beans. We eat too much fat. We consume too 
many sweets and too mar\y calories. Jane Fonda work-out tapes do not sell in 
oi:r community. Jogging is not the in thing to do. Mary of our people suffer 
at an early age from heart disease, diabetes, and cancer. So we have to 
take a different approach: we mix the with the beef and some stew and 
spfces and we call it carne con papas. We cut up the beans, mix them with 
salad greens and diced tomatoes and potatoes and we call it a Latin salad. 
We don't have something called aerobic dancing — but we do put on some 
Latin salsa musi c around eleven o'clock every jnorning and we dance, stretch 
exercise and clap. Almost everyone participates — except the incurable 
domino players. And anybody who wants to can get up on the stage 
spontaneously so we have da'ify impromptu Amateur Hours — with everyone 
dancing and singing along. We have scheduled nutrition classes that they 
attend. But more important, there is regular, ongoing health screening for 
diabetes, cholesterol, blood pressure, and glaxoma that picks up danger 
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signs at an early stage and enables us to intervene with one-on-one 
counselling and referral. What I'm saying is: we do it our way and it 
works. With food, with exercise, with screening, with education. Health 
prevention Is a by-product of the way we create a sense of family and 
companionship and connunlty. 

** The meal we serve is, for nary of our clients, the only hot meal of they 
get. For sone, it provides their only food: they save the fruit and the 
little container of milk for their evening real. The food tastes like It is 
Cuban food ~ but it Is carefully selected and balanced to meet most of the 
nutritional needs of our clients. Just as important as the nutritional 
content of the food is the fact that people eat it and digest it in a 
social 5etting. For many. It is the only time vrfien they are not eating 
alone — if they even sit down to have a meal In the one room garage 
apartments to which mny return at the end of the day. 

We are their Social Club. But we are more. We are their fating Club. But we 
are more. In a real sense, we are Iheir Family and they are ours. 
This i5 a country i^ere people live as strangers, where the extended family 
that doiairates Cuban tradition is disintegrating, where the elderly are not 
honored or valued, except at election time. Those are realities. But they are 
not unchangeaMe realities. We can alter then. We are altering them. And I want 
to tell you how. 

You can sum up almost everything we do in health promotion and risk reduction 
in two words: 

Participation and Contribution. 

PARTICIPATION 

First let me talk about Participation. Participation i_3 health promotion in a 
fundamental sense. Participation is risk reduction. 

1. You cannot preach health promotion and expect behavioral changes. You have 
to create a peer culture t^ere health promoting activities are taken as the 
norm, where it is socially accepted to have your blood pressure taken or your 
sugar level checked. 

2. Hind and bo^y interact. Social interaction and mental stimulation are not 
reimbursable under Medicare as a treatment modality. But we are not willing to 
wait until social isolation becomes so acute that it requires medical 
intervention, hospitalization or institutionalization. I can show you specific 
cases t^ere our health screening program caught problems and prevented serious 
medical complications — problems that were not caught and would not have been 
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cau^t by the HMO's or PPO's in which our clients are enrolled. But that is the 
tip of the iceberg in terms of our real contribution to health promo ion and 
risk reduction. 

3. Isolation kills — but before it does, it runs up bills for ambulances and 
pararaedics and emergency rooms and doctors and drugs. If health was only a 
matter of chemistry, you jould hook us all up to IV' s. But health is a matter 
of the spirit, of the will to live. If I didn't know it before last year, I 
learned it the hard way when the Gramm-Rudman cuts took effect. We had to cut 
transportation. Which meant that we had to shift some of our people to other 
centers as a matter of cost effective administration. I watched two of those 
whom we transferred to other centers go into deep depression; I saw them cry 
and I saw them grieve. I saw them mourn the loss of friends, the loss of 
everything familiar and precious. I saw people at the centers to which they 
transferred try to console them, comfort them, love them. I saw them get 
identical meals and identical nutrition at their new centers. They lasted only 
a few months — two months in one case, three in another. 

There is more to health than nutrition. Eating is a social activity and Uuman 
beings are social animal s. 

That' s wt^y our day starts with news and current events, followed by games 
(bingo and dominoes and a Spanish equivalent of Scrabble] and by classes (arts 
and crafts, English, citizenship, sewing and knitting, nutrition). And that is 
followed by an hour of dancing and singing and impromptu solo performances. 
Then comes lunch. The social activity, the participation, and even the gossip 
is as important as *^e food. The food makes it possible, but it is the totality 
of the program — PARTICIPATION ~ that promotes health. 
It is difficult to convey the fierce attachment people have to the Center -- 
until you confront a grim reality. Fo» nany, the day ends when they leave the 
center. The rest of the day consists of going through the motions necessary to 
fill the time — until they can return to the center the following day. 

Participation is one key to health promotion. It is beautiful. It is deep"i/ 
moving. I wish you could see it first hand. 

COffTRIBUriON 

There is another ele..«nt of the program that I want to stress because I think 
it is also a key to Health Promotion. That element is Contribution. 

I think there is a basic human need to feel valued, to feel needed. I think 
when people give to others, they feel their own lives to be important to 
others. And that gives them somc^.thing to live for — because others depend on 
them. That's why contribution is .-^ key element of the program in Little Havana. 
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I think it is a key — not only to Health Promotion — but also to justifying 
expansion of the program. 

We feed thousands of people each day with a staff of only 36 employees. Most of 
ttie work is done by our clients themselves. They dish out the food. They serve 
the food. They clean up after the meal . 

r>ut that's not all they do. 

They are part of a transportation pool that supplements our four buses. 

They teach the classes we run at each of the centers. 

They provide much of the counselling. 

They help our nurse to screen for health problems. 

They keep the books, add up the figures, tabulate the number of meals, the 
number of units of service, the flow of dollars. 

They serve as receptionists and guides and tour conductors. 

They run the Happy Times; they stage the dances and the parties and the special 
events. 

And those who are too disabled to do other things run the telephone assurance 
program that keeps us in touch with those v^o are bed ridden. 

Our clients do not not '^onsume services; they are not just "takers". They give; 
they produce service. And they are proud of what they do. 

Mdi\y programs for senior citizens involve them as volunteers — though none do 
so as extensively as Little Havana. That contribution is a form of health 
promotion. Life is about more than taking. Life is about more than looking out 
for number one. I have seen people make themselves get well, force their bodies 
to get well — because they felt they were needed by others. 

I think that the element of COMTRIBUTION is not just central to health 
promotion. It is also central from a budgetary point of view. I thir^ it is a 
key to justifying expansion of the program — and expansion is critical because 
the needs are increasing astronomically. 
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That's vrfiy this program has to be about more than simply eating. It has to be 
about more than participation, I think it has to become a vehicle by which the 
elderly can help enlarge the pie, help expand the total sura of service 
available to all. 

Let's be candid. Concern over costs, over liraited dollars lies behind niuch of 
the concern over prevention. Prevention is cheaper than medical care and 
hospital ization. 

But in an era ^en everyone is concerned with cost containment and budget cuts, 
generalized talk about "prevention" and "risk reduction" isn't enough. We nee'i 
to do more, to demonstrate more, to prove more. And I thirtc that can be done. 

I thirtc it is possible to put a conservative dollar valuation on certain types 
of prevention. Thus for instance, if you send a person home from the hospital 
without an adequate support ^stera during recuperation, I think you can prove 
that you run an increased risk of that person being readmitted to the hospital. 
And that has demonstrable dollar iraplications. But beyond that, it "Js very 
difficult to convince skeptics that efforts at prevention really save money — 
even though as a matter of common sense, we all know it does. 

I would be reluctant to stake the survival of these programs on a claira that we 
prevented x number of hospitalizations by keeping people happy or even by 
insuring that Uey received rainimally adequate nutrition. I thiric it's true. I 
thir^ we have prevented the need for emergency medical care, for 
hospitalization and evtn for institutionalization in specific cases. 

But I'm sure some econoraist would respond that it would be even cheaper and 
more cost effective if the elderly just didn't live so long, once they had 
stopped adding to the GNP. 

I thir^ the case for adequate funding for the programs we run has to rest not 
only on risk reduction and health promotion. It also has to rest on 
COMTRIBUTION. 
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That is why our new direction at Little Havana is to use the service programs 
we run as vehicles to enlist our clientele as producers of service. We are 
trying now to utilize the meals program, the educational programs, the social 
prngrains we operate as part of a strategy to expand the variety and 
vol UK of service. 

Let me mention two exai^piej that go beyond the extensive volunteer activity I 
have already described. 

First, at Little Havana we have just created what we call Club Oes Ami go s. It 
is a program where our clients help other ^nior citizens who can't participate 
in our programs because they are bed ridden or incapacitated or recuperating 
from a hospital stay. They visit them evsnings and weekends. They provide 
companionship and respite care to families. And for each hour of service, they 
earn a service credit. Then, later on, if they or their family needs help, they 
can use the service credits to get that help. It's a little like blood bank. 
(Give now. Draw down if you need it later.) It's a little like a barter system. 
(Hy time and service nov someone else's time and service later). 
It means that for the f time we can actually launch a new home visitation 
efforts, a transportation program, a siiopping program. And ws can expand our 
telephone assurance program by enabling the home bound and bed ridden to earn 
credits giving companionship to others by phone. That means we are expanding 
the supply of service by enlisting our clients to help others. 

The second example addresses the fashionable topic of intergenerational 
equi ty. More money in services for the elderly does not have to take from the 
young. It can be a vehicle to promote services by the elderly to the young. We 
tested that idea a few years ago with Project Rairtbow. — a pre- school day care 
program run by senior citizens. Jrked. It was beautiful. 
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Now we are going to try it again — using service crediti\ This time, senior 
citizens win operate a pre-school day care program for low income families, 
for single heads of households, for mothers on welfare. The families will pay 
back by being part of a drivers pool, evenings or weekends — or by having 
relatives or friends or older children provide services to the elderly. The 
flow will go both ways: from old to young and from young to old. 

For us, in Little Havana, this is a way of preserving a tradition that makes 
the grandparents a major figure in the raising of children. It is part of a 
tradition of respect. It is a tradition that appreciates that we need the 
wisdom and the values und the experience of older generations to help us raise 
and teach and yes, even discipline our children. It's a way of recreating the 
extended family in an age where too rany families are isolated, where too mai\y 
children grow up without ever knowing their grandparents. 

We have tested the cor-cept. We know it works. And we will be launching it 
again. If you saw the energy, the vitality and the joy that caring for children 
brings to our elderly, you would understand why I call it health promotion. 

Giving to others brings life; I can't prove that it will prevent illness. But I 
don't have to — because if the dollars you spend for the elderly produce 
services for the young, then you have a degree of cost effectiveness that can't 
be equalled. 

And that s why our new thrust at Little Havana emphasizes both PARTICIPATION 
and CONTRIBUTION. 

Both togei jr promote health. Both together also expand the supply of available 
services — for everyone. It means that instead of pitting old against young 
for scarce resources, investment in health promotion also becomes investment in 
building family and neighborhood and community. 
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Senator Mitchell. Senator Graham? 

Senator Graham. Thank you, Mr. Chairman. I want to again 
thank each of the members of this panel for extremely provocative, 
thoughtful, insightful, and wise series of statements. I would like to 
ask a few questions. 

Doctor, you talked about the importance of identificriion and 
provision of services for those elderly who have a high risk for de- 
pression or other forms of mental illness. What steps would you 
recommend to help identify those persons in the population who 
are at high risk? And what measures would you recommend Feder- 
al policy might initiate in order to facilitate that identification? 

Dr. EisDORFER. Thank you. Senator Graham. There already exists 
the technolo^jy for screening for depression. It is used primarily in 
research settings of epidemiologic work, both here ana in various 
forms abroad. That technology could easily be employed in screen- 
ing people. 

In a recent study, for example, at Duke University of the central 
North Carolina area, as high as 17 percent of all residents in the 
communities— which involved over 1,000 people— showed the signs 
of depression. 

So, the tecixnology exists for scr<iening them. It can be done by 
interview, depending on what you are willing to take in the way of 
false positives and false negatives; but those data are already in, 
and we could apply that nationally to screen for depression. The 
intervention could take various forms, depending on the nature Of 
counseling support, social connectiveness of the kind that Ms. Car- 
bonell talked about are absolutely essential. 

The kinds of depression we are talking about are not the psychot- 
ic depressions whom the psychiatrists must take care of, or some 
psychologists; but we are talking about the more general level of 
depression— sadness, grief— which is more often seen by the medi- 
cal caregiver— the primary care physician— than is seen by the pi>y- 
chiatrist. 

Much more psychotropic drugs, as I pointed out, are given by 
family practitioners, primary care physicians, even surgeons, than 
are given by psychiatrists. So, we know that those people are out 
there; and we feel they should be identified and given much better 
care. 

And I am convinced, and the data would support me, that we 
would reduce not only their grieving, but we can also substantially 
reduce cost of care. 

One other point that I guess I would be remiss in not mention- 
ing. A lot of older people have losses. That is one of the tragedies of 
late life, which is you lose your spouse, for example, if you are a 
woman, and so on. Those losses are associated with alterations in 
mortality and morbidity. We have known those data for a long 
while. 

We now have data showing that significant losses change your 
immune system,, which make you vulnerable to a variety of other 
diseases. So, I think to echo what Dr. DeVito says. We have the re- 
search technology out there, but we as a country must commit our- 
selves to doing something about it. 

Ms. CarLonell used my favorite line: The ukimate cost contain- 
ment measure is to let people die. We don't have to worry about 
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taking care of them. If that is the country you want to be in, you 
know, I can t imagine that either of you would support that. We 
just have to have resolve. 

Senator Graham. To Avhat extent are these opportunities for 
identiticatjon of high-risk individuals for mental disease currently 
being used. Dr. DeVito? And how well is the network of services 
that you discussed in place to respond to those who are identified? 

Dr. DeVito. One of the points that I was trying to make in re- 
spoi^. Senator, is that we have underutilized resources We really 
think of our medical care system and our whole social services de- 
livsry system m very fragmented ways. We think of particular re- 
imbursement for a particular modality or a particular service, in- 
stead of thinking of those as a continuum of caring— to steal some 
ot your Imgo— for people who have a continuum of needs. 

People don t exist in isolated episodes, and yet that is the way we 
capture and categorize everything we do, including entitlement and 
reimbursement. There are multiple opportunities and in some 
unique settings— m university settings, in some creative, innova- 
tive settings around the country. There are people taking up those 
opportunities. 

Although in some ways the hospital initiatives programs have 
blanketed the country, these 24 sites are a fraction of the approxi- 
mately 8,000 hospitals in the country. At those sites, I think opportu- 
nifaes have been taken up, and there are probably several hundred 
other h(^pital sites interested in those same kinds of opportunities. 

Speaking from my family medicine role— there are other provid- 
ers who routinely attempt to make inroads into continuity of care. 
Ihey are not specifically trained to do this, nor are they reim- 
bursed for those activities. 

When we send a community nurse to follow up on someone who 
has been discharged from the hospital, one of the most important 
thin^ we do is something that you won't find in any enabling leg- 
islation. We make sure that the services that we have assessed as 
necessary are actually delivered; and tha^ means that if someone is 
^ "P.l* \ '^nd it also means some 

things that would not be labeled medical care are undertaken— like 
feeding and procuring medication— and that major problems are 
avoided such as being unnecessarily rehospitalized in one or two 
days because of something like dehydration. Those aren't usually 

°^ J J ^^^^^ l^*^ °^ preventive service of, for example, an ex- 
panded HMO package. 

I think, in answer to your question, we have some opportunities: 
we certainly have the capabilities; but some of the programs that 
have come to the doorstep, especially in south Florida, haven't ap- 
propriately met those challenges. 

Around here, people talk about Medicare minus, not Medicare 
plus; and they really talk about abbreviated packages available to 
people because we are not taking the opportunities to link together 
the resources we already have. 

So, I think we have the capability to do a lot more than we have 
already do-.'. We certainly could come up with a priority list of 
things that are still service gaps, but first we should take the op- 
portunity to do what we already know how to do. 
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[Applause.] 

Senator Graham. Ms. Carbonell, you made the point strongly of 
the importance of the integration of social and medical services. 
What recommendations would you make in terms of modifications 
in current Federal programs— Medicare, Older Americans Act, or 
others— that would move in the direction of a closer integration of 
social and medical services? 
Ms. Carbonell. I guess this is my chance right now. [Laughter.] 
I think Carolee and Dr. Eisdorfer touched upon the key elements, 
that the information is there, the studies are there; and the expc;rtise 
in all the medical fields and social fields is there, 
happen. It happened, but it happened very fragmented and at dif- 
ferent levels. 

For instance, we are about to launch a new program which goes 
back to my presentation on how we use the contribution aspect of 
participation to be a key element to help promotion We are going 
to^ open an adult day care center, which is going to be housed 
within^ the main center— the senior center facility. We want to 
make it more than adult day care. We want to make it a health 
care facility where individuals who are not properly placed in 
senior center type activities can come in and get more specialized 
and a more protective setting of care, but we want to add that 
health piece. 

We are trying to speak to the University of Miami, to FIU, for 
the background and the expertise to help us carry this through; 
and we have been talking to Dr. DeVito. We have also been work- 
ing in the service credit program of linking volunteers for home- 
bound clients to go serve some homebound clients. In return, the 
people earn credits that they can later bank on. [Laughter.] 

We have started through the credit service program^ and we 
hope that the adult day care piece can be expanded to a health 
piece that will have other services tied into it, making it under one 
roof, more cost effective to run the program. 

So, the type of linkages and coordination between the medical 
and social fields are certainly there. I think it is of mutual benefit 
to both markets to do the linkages and coordination; and that 
would be the most ideal situation. 

The preventive screening and upgraded directives on Older 
Americans Act amendments to include more preventive screening 
on the prevention side of the spectrum, I think, is needed. But I 
think we need to have a tightly knit continuum of care, the alter- 
natives the people \vill have, so that people will have that support 
along the way. 

Senator Graham. Thank you, Mr. Chairman. 

Senator Mitchell. Thank you very much. Senator Graham. I 
commend all three of you for your statements. They are obviously 
based upon knowledge and experience. 

Each of you commented on the difficulty of assigning a benefit to 
prevention where it is easy to confront the cost. Both Ms. Carbonell 
and Dr. ELsdorfer said that, if we want to let people die, that is the 
cheapest thing. That is an effective rhetorical point, but I must tell 
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you that the reality is that we have to confront the budget prob- 
lem. 

We have just come through the very difficult experience of im- 
plementing the budget reduction package that was negotiated, and 
I was the principal Senate conferee on Medicare and Medicaid. For 
a period of 2 weeks, we struggled day and night on how to reconcile 
the very limited resources with the many problems that we face: 
and at every turn, those of us who favor preventive steps were con- 
fronted by the adamant, vehement opposition of the Administra- 
tion to anything that would require the immediate expenditure of 
additional funds, notwithstanding instances where we were able to 
demonstrate a future benefit, not to mention those areas where we 
can't demonstrate financial future benefits. 

Whether we like it or not then, that is the playing field upon 
which we must compete — a very serious budget situation — the rap- 
idly rising cost of health insurance— publicly funded h;. Jth insur- 
ance programs in the country. 

So, we need not only to be able to score effective debating points 
with those who hold a contrary view, but we must be able to dem- 
onstrate tangible, effective, cost effective results; and I believe they 
are there. 

And I agree with Ms. Carbonell that a healthy, happy life is 
something that has a value of its own, obviously. 

So, that is what we have to deal with, and that is what we need 
help on. 

Dr. EiSDORFER. I used to run a $425 million medical center ^here 
we had the same kind of problems. We had to cut, we did cut effec- 
tively. And I did learn a couple of things from a very senior man- 
agement consultant. 

One is that, when your business is in trouble, typxjally the mis- 
take is to cut R&D. The effective solution is to invest more money 
in R&D because that is the only way you are going to get out. 

And what we are saying here, I think, is that one of the key vari- 
ables in research and development is to find ways to prevent disor- 
der, and I am willing to fight that battle on long-term economic 
grounds because I think it is true. A piecemeal approach to the de- 
livery of health and human services has been very destructive. 

And as you pointed out, we can prevent disease and we can save 
an enormous amount of money. So, I think that that is really one 
crucial 

Senator Mitchell. We need to document that. 

Dr. EiSDORFER. And I think those data are there, which then 
leads to the other point, which is that you really need to think 
about it in a different kind of way and make connections that we 
simply 'lon't make. One of the reasons for the hospital initiative 
program was we knew— and we have known for 25 years— that if 
you develop social services, you can prevent and deal with acute 
medical problems. 

But nobody will pay for social services, while they will pay for 
sickness. We don't have a health program in the United States; we 
have a sickness program. 

I get paid only when I take care of sick people. I take care of an 
Alzheimer's patient, I will get paid. I won^t argue that I don't get 
paid enough. I probably don^t, but that is irrelevant. 
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What I don t get paid for is, if I see a patient for 30 minutes, I 
don t get paid for IV2 hours. I work with the family. What is saving 
the Government money, frankly, is not my work with the patient. 
That IS a human and medical problem. I take the patient out of a 
long-term care institution by supporting the wife, by supporting 
the husband, by educating the kids. I don't get a nickel for that, 
except for the program that the former Governor Graham initiat- 
ed, and the current administration— bless them— has continued. 
Without that supplement, we couldn't run that program, and I can 
document now 350 patients and we have probably kept about half 
of them out of long-term care at unit cost of about $30,000 per year 
per person, for about four years. 

That is what I meant. We have got to have the resolve and very 
candidly— and I don't want to get involved in the politics of Ihis 
thing- but just because they are the administration does not mean 
they are right. And I think the American public has got to be alert- 
ed to this, and I think we have got to take the cause to the people. 
We have 35 million Americans who aye directly impacted by this, 
and we have millions more— their families— who are indirectly im- 
pacted by this. I am sick and tired of seeing people fly down from 
New York and call me up at 1 o'clock in the morning because I 
haven t been able to provide the kind of inten'ention that I know I 
could do if I was supported. 

I an sorry; I didn't mean to get so passionate, but I think that is 
the issue. 

Senator Mitchell. This is a place for passion. Go ahead. Would 
either of you care to comment ou th^^t? 

Dr. DeVito. Let me say there are two issues that came to mind 
that I would smcerely like to raise. First, there are numerous ex- 
amples of cost savings from particular settings that I think are 
very illustrative. 

One example is that the community care for the elderly pro- 
gram, with which you are very familiar, does run a tremendous 
program m our community; but our hospital initiatives program re- 
ferrals have encountered a waiting list of about 9 months for per- 
sonal care services provided by CCE. During that nine month time 
period, the people on that waiting list were hospitalized at a higher 
rat^rehospitalized— at a cost of $5,000 or $6,000 or $7,000 or even 
$8,000 per stay; that is, they were hospitalized at a higher rate 
than for people for whom we were able to get personal care serv- 
ices. Now, those are sort of impressive to the people who have the 
responsibility to care for these folks; and that is what I meant 
when I said a cruel substitution pf rehospitalization" for "cheaper 
m-home services." 

I don't think that the kind of work that is underway generally 
recongizes what it really means to keep a frail, elderly person inde- 
pendent. Our demonstration programs seem to take what I say is 
an end-stage case mana^fement approach. We say: Give me the 
people who are ready for nursmg home placement and show me if 
you can keep them in the community for the same cost or a lower 
cost. Well, give me those people IV2 years earlier when we already 
know they need in-home services and we already know they need 
hot meals and we already know they cannot do their own laundry 
or cocldn t even get to the telephone when they were in trouble. 
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Give me them then before I have to get HRS to bring them in in 
a totally debilitated state, and we will save you a tremendous 
amount of money. The "end-stageness" of programs, the cata- 
strophic nature of our thinking and the categorical nature of our 
thinking— I think is not ours — it is theirs is very painful and costly 
to us. 

The other point that I wanted to raise is that I think there are 
opportunities to think in a very "whole system'' way, the same way 
that the medical field has learned that body and mind cannot be 
separated; we also learn from an administrative and medical care 
organization perspective that the whole system should go together. 
Some of that type of planning has entered into the development of 
capitated payment and the HMO systems for the elderly here. 

What has been grossly missing is something that we knew a long 
time ago. The incentives in the health care delivery system work 
very well. Under fee-for-service payment systems, we created an in- 
cenitive for overutilization; and everybody said that that made per- 
fect common sense. If you paid people to deliver services, ycu had 
better watch out that they didn't deliver too much. 

What we didn't do under some of these dramatic demonstrations 
in capitated programs was fo provide the appropriate counterforce, 
that is, a quality assurance program to make sure that there was 
not iinderutilization of services. 

Again, there are multiple anecdotes to describe inequities and 
poor cfjre the south Florida area where physicians have two ros- 
ters—prepaid patients and free-for-service patients — where the 
service delivery is grossly different under a prepaid system and a 
capitated system. 

There is a real opportunity to broker and administer coherent 
and rational services among multiple entities if there was an ap- 
propriate overseemg quality assurance mechanism to do that. So, 
when I said Medicare minus before, I was feeling a little guilty 
about it. It is Medicare^ minus if you don't look at the bottom line; 
and to me the bottom line may have to be cost effectiveness on one 
dimension, but in another dimension, it is the relationship between 
what you could do and what you are actually doing for frail elderly 
people, given certain resources. 

Even without expanding resources per se, I believe tremendous 
improvements could be made in the care of older persons by reor- 
ganizing the service delivery continuun and by careful monitoring 
of quality outcomes. 

[Applause.] 

Senator Mitchell. Thank you all very much. We appreciate it. I 
will now ask the next panel to come forward. They include Tessa 
Macaulay, coordinator of Gerontological Programs at Florida 
Power and Light in Miami; G. Curt Meyers, director of the Well- 
ness Center of Lee Memorial Hospital in Fort Myers, and Elliott 
Paleysky, executive director. River Garden Hebrew Home in Jack- 
sonville. 

Good morning, and thank you all very much for coming. You 
have heard the previous panel, and we look forward to hearing 
from you. We will begin with Ms. Macaulay. 
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STATEMENT OP TESSA MACAULAY, COORDINATOR OF GERONTO- 
LOGICAL PROGRAMS, FLORIDA POWER & LIGHT, MIAMI, FL 

Ms. Macaulay. Thank you. Senator Mitchell. In my testimony 
this morning, I would like to focus on a very narrow and rather 
unique facet of the risk reduction and health promotion process: 
the role that can be played by nonhealth-related industries in ad- 
dressing, a wide range of issues of aging and health through educa- 
tion—why a corporation would want to do so. 

Florida Power & Light Co. is in a rather unique position in 
regard to ihe State's older population. With a service area that 
covers nearly half the State, more than 50 percent of our residen- 
tial customers are over the age of 50. FPL's involvement in ad- 
dressing the issue of aging predates the 1981 White House Confer- 
ence on Aging. Marshall McDonald, FPL group president, who has 
been a member of the National Advisory Committee for the confer- 
ence and co^haired the mini conference on the national dialogue 
for the business sector, realized the growing significance of the 
older age population to FPL. 

A major percentage of the company's customer base was and still 
is composed of older people. The" umbers are growing and contin- 
ue to increase as the percent^ if the total population on the 
State and the national levels iiicreases. Nearly 2 million of the 
company's customers are over the age of 50. TBiis group, if brought 
together by a common bonding element, represents a potentially 
powerful force for the company in both positive and negative 
terms, a group with whom maintenance of good relations simply 
makes good business sense. 

The White House Conference on Aging in 1981 provided further 
stimulus for Mr. McDcnalcJ to focus on the issues of aging for rea- 
sons related to being a responsible corporate citizen, as well as 
other far more pragmatic business-related considerations. He was 
concerned that, all too often. Government is expected to provide all 
the solutions and that frequently the tax dollars invested in those 
efforts far exceed the benefits felt at the grassroots level. 

He believed ^hat if FPL could make a contribution toward reduc- 
ing some of the problems of aging and that our efforts, together 
with those of other interested parties may help to prevent or 
reduce the scope of the cost of tax supported programs. Mr. McDon- 
ald sees FPL contributing something of substance to the aging pop- 
ulation of this State and even beyond our boundaries by example 
that we set for others to follow. He refsrred to our efforts as doing 
good while doing well. 

Some of these goals include: First, to broaden the base of knowl- 
edge of the real issues of aging and then to communicate this infor- 
mation to businesses. Government, and educators, that is, to assist 
all segments through the dissemination of information. 

Second, to use the resources of FPL organization to stimulate the 
appropriate entities to do something about resolving the problems. 
In other words, to act as a catalyst for action. 

Third, to begin to influence today present and future aspects of 
aging that may have an impact on the State of Florida; and finally, 
to provide products, services, and ideas to enhance the quality of 
living for older people to help them maintain their independence. 
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As part of the process of enlightened self-interest, we regularly 
conduct research into the needs and concerns of older people. Para- 
mount on the list of concerns were thr^e issues related to the loss 
of personal independence. Health and wellness headed the list, fol- 
lowed closely by personal finances, security, safety, fear of crime, 
and adequate nutrition. All of these fears and concerns related di- 
rectly to their wish to maintain their independence, their dignity, 
and their sense of personal worth. 

At FPL, research is used as a starting point and a guidepost for 
our activities. We have initiated a number of programs in response 
to key issues brought to our attention by our consumer advisory 
panels, which are made up of older Floridians. In the time remain- 
mg, I would like to describe a few of these, programs briefly. 

Our efforts began internally with a program we cail Employee 
Sensitivity Training. Employees who have customer contact are 
trained in the problems of aging and how to deal more effectively 
with older customers and how to be a source of assistance to them. 

Another program: Beginning in the spring, we will send out a 
gerontology van containing nearly 70 linear feet of displays and lit- 
erature aimed at improving th quality of life of older people. This 
van will travel the State, visiting malls, festivals, condos, apart- 
ment complexes, and other places frequented by older people. A 
significant portion of the quality senior living van will be devoted 
to health and wellness education. 

^ FPL publishes a quarterly newspaper known as The Times of 
^^our Life, which focuses exclusively on aging information. Free to 
anyone who requests it, nearly a Quarter of a million copies annu- 
ally are distributed to individuals or in bulk to senior centers and 
other organizations working with older people. 

We also offer a number of consumer education programs which 
have cost saving ideas as their goals. These programs have indirect 
benefits to health and wellness because the money saved through 
wise energy use is then available for personal needs. 

We also are sponsors of and participants in a number of senior 
fairs and festivals, which have as their goal senior education, and 
always a health and wellness orientation For several years, we 
h^ve been participants in the Vial of Life Program, which provides 
a convenient and visible source of individual's medical information 
for emergency medical crews. Plealth and wellness information pro- 
grams are a significant part of our aging activities. 

We have internally produced and purchased information booklets 
on a variety of subjects and distribute thousands of copies across 
the State free of charge. 

I will mention one more activity and then close my testimony. 
We havej in each of our five operating divisions a consumer affairs 
advisor whose responsibility it is to work closely with the profes- 
sional aginr network in their area. They are, along with our geron- 
tology department and other executives, providing advice, re- 
sources, and expertise to the organizations which provide services 
to older people. 

In the brief time allotted, I have tried to give you a sense of how 
a corporation or a business entity can make a material contribu- 
tion to reducing risk through education. 
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In my opening testimony, I referred to our activities as very 
narrow in a rather unique facet of the health risk reduction proc- 
ess. While corporate involvement in consumer education is indeed 
veiy narrow and a unique element of the process, it is one through 
which enormous leverage can be generated, both for the receiver as 
well as the giver. It is also an area in which most consumer-orient- 
ed businesses are rather uniquely positioned to make a contribu- 
tion. 

We know from our experience and the results of our re^3arch 
that our customers and others who influence them appreciate the 
efforts we contribute through our quality senior living. We believe 
that businesses. Government, and professional gerontology net- 
works, acting in harmony, have the potential to make miraculous 
progress, especially in redu -'ng risk through education and aware- 
ness. 

We appreciate the opportunity tc share our views with you. 
[The prepared statement of Ms. Macaulay follows:] 
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Supplement to Teatimony 
by 

Tessa Macaulay 
Coordinator of Gerontological Programs 
Fiorldt Power & Light Company 

We can thiAk of no greater service a corporation can perform than to assist people In 
malnUInlnjf their independence and senw of self-worth. At norlda Power & Ught 
Company, we are devoting algnlflcant time and energy to addressing the Issues of aging 
through education, action and Involvement* Wo are doing so because we believe these 
activities represent an Investment that carries with it a significant and tangible return. 

With more than 50% of the Company's residential customers falling into the nge 50* 
group, we view' our Quality Senior Uvlng Program as a unique opportunity to both assist 
and to build good relations with a very Important corporate constituency. Wc have a 
vision and a plan — to Identify and recognize the needs of older adults, to help to meet 
those needs, to encourage others by our example to do likewise, and to become a leading 
private sector advocate of QuaUty Senior Living for older people everywhere. 

Our Company has a major stako In the future of the Slate of Florida and older people are 
becoming an Increa-dngly powerful and significant part of that future. Between 1980 and 
the year 2000, FiorIda»8 age 55+ population will have increased from 2.8 million people to 
nearly 5 million, with the greatest percentage Increases accruing among the old old. 

These trends carry with them significant ImpUcatlor.. )r Florida Power & Light 
Company and, indeed, for every other business across our state. With regard to older age 
demographics, Florida Is today where the rest of the U.S. wIU not be as a whole until well 
Into the 21st century* 

Because our sUte is lltcraUy at the leading edge, the aging of our society creatcj 3th 
significant problems and great opportunities. 
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As A truly custom er-orient«d public utility, It Is Incumbent upon us to understand as 
much at we can about this very major constituency* The more we can learn about the 
process and the effects of agln^, the better we will be able to respond to the needs and 
react to the perceptions of this group of customers. As a corporate citizen of Florida, 
wo are in a unique position to participate In the state's evolving role with the older adults 
and It is our Intention to be a major participant In future progress. 

We ve pursuing what we like to refer to as a course of enlightened self-interest — being 
pro-^ctlve toward a recognized major influence upon our operations both present and 
future for the good of the Company and for the good of our society in general. 

As our society ages, businesses such as ours must prepare themselves to do what they can 
to assist customers In developing an understanding and awareness of the many 
opportunities for a better lifestyle — one that fosters Independence. 

At FPI^ we're committed — in actions as well as words — to helping our older customers 
and all older people In our service area to achieve a quality of life that leads to 
Independence, dignity and fulfillment 

Historic Perspective 

Nearly 3.S million people age 55 and over live in the State of Florida. This number Is 
expected to grow by more than 30% between now and the year 2000 when the state's 
senior population will approach S million people. 

In percentage terms, the largest growth will come from the group referred to as the old 
old — those age 75 and above. Between now and the year 2000, Floridlons age 75-84 will 
grow by an estimated 62.4% while those age 85 and over will Increase by 110%. These 
numbers are significant because they are reflective of a group that is more prone to 
declining health, more likely to Jive alone, more apt to have lower Incomes and mo^^ 
certain to see their desire for Independence compromised. 

Of the 3.5 million older people living In Florida today, more than one half of them are 
customers of Florida Power U Light Company. That constitutes about one In every four 
people In our Compan/s service area. 
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The Company's Interest In eglng Issues and Its active Involvement In seeking tolutJons to 
them dates back to the early 1980's when FPL Chairman Marshall McDonald was named 
to the National Advisory Committee of the 1981 WhUe House Conference on A^ng and 
co-chairman of the Mini Conference on the National Dialogue for the Business Sector. 
His Involvement In these aging forums led to the establishment of an active effort to 
address aging Issues across the corporation* 

A gerontology department was created to coordinate the Company's activities In this 
arenSt research was undertaken to develop an accurate assessment of the Issues of aging 
In Florida^ staff psrsltlons In each of the Company*s major dJ Islons were created to 
assure grass roob coordination of activities &s well as to serve as listening posts for 
upward communications from older people. 

In the ensuing years FPL has Initiated more than 100 programs and activities aimed at 
enhancing, the quality of life among older people through education and Involvement. 
FPL Group has recently created a Quality Senior Living Council, chaired by Mr. 
McDenald and staffed with senior executives from all FPL Group subsidiaries and those 
FPL department's thtt can make a contribution to the effort. Tills group meets 
periodically to chart the course of the Company's role and activities on behalf of older 
people. 

Florida Power & Light Is In d truly unique position because of our ability to touch more 
older Plorldians than any other business entity. As a result, we are listening to their 
concerns and working at several leveb to be responsive to those concerns. 

The following pages highlight many of the contributions we are making to Quality Senior 
Living among older Plorldians and, hopefully, stand as a repository of Ideas for other 
business entitles to replicate or use In becoming Involved as welL 

Our research among older Plorldians has shown that the areas that concern them the 
most are health and wellness, finances, safety, crime and security, transportation and 
loneliness. Tt)ey have also Indicated that leisure time activities such as hobbles and 
recreation are high on their I'st of life-enhancing Interests. 
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As a company that listens to Us constituents, we have worked wlth!n the limits of our 
regulate<) buslnes* environment to be responsive while at the same time providing 
meaningful assistance toward addressing the key issues and interests* 

We have been frequent co-sponsors of senior-oriented events, usually run unde^ he 
auspices of a non-profit aging organization or community group. These events are 
excellent vehicles for reaching large numbers of older Floridians with information and 
Ideas on how best to pursue Quality Senior Living. 

Tht types of involvement vary from one operating Division to another but often Include 
use of FPL facilities for seniors organizations to meetj food, elot^ilng, and blood drives; 
featlv ^'9, fairs and athletic eventsj and assistance with the planning and production of 
brochures, videos and other promotional materials for non-profit sources of help for older 
peoplOt 

Florida Power & Light Company also works closely with numerous national, state, county 
and local aging organizations, providing In-klnd services, expertise and training and 
assistance with production of publications. 

In addition, the Company frequently provides speakers to organizations In support of 
their programs and activities. 

"Bridges to Understanding** 

Florida Power 6c Light Company has for several years conducted research Into the needs 
and interests of older people. Armed with the knowledge jf their concerns and areas of 
Interest, the Company believes that the key to a better life is education. 

Whether it is health, safety, finances or personal security, the greatest and most 
resource-effective contribution we can make is through education. Accordingly, Florida 
Power Light Company^s Quality Senior Living Program places a heavy emphasis on 
consumer education activities. 

TTit Quality Senior Living Program components are tailored to the varying social and 
geographical needs of seniors throughout the FPL service area. TTie Programme objective 
is to ba responsive by being felavant, to be effective by being in touch. 
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TUti It achieved by working closely with the professional gerontology network #»?and 
gerontological agencies and by coordinating programs for older people close to the source 
of need* 

Whether It Is working with Florida Stete University In the establishment of the Mildred 
and Claude Pepper Eminent Scholars Chair In Social Gerontology, or creating videos that 
show older people how to shop mo -e effectively and economically, or a brr.chure on 
wellness, the Quality Senior Living Program places a high premium on activities that 
educate* 

In the spring of 1988, the Company will begin operating a Gerontology Van which will 
travel the state and reach hundreds of thousands of older people with tips and tactics for 
a better life. Including special emphasis on reducing health rlsk^ 

Four times eaoh year, FPL publishes Times of Your Life, a newspaper devot*^ 
exclusively to the Interests of older people. Times of Your Life Is d^trlbuied free and It 
Is estimated that Its 55,000 copies each quarter reach many times that number of older 
people. 

The Cor.^^any regularly publishes brochures and pamphlets and has produced a video 
related to ways to save energy and to cut down on the cost of utilities. Distributed to 
seniors firee of charge to help them reduce their energy use, this literature includes 
InformaUon cards on the following subjecUt Water Heating, Heating, Cooling, Energy 
Efficiency Ratio, Refrigeration, Windows, Waste Heat Recovery, Swimming PooE, How 
to Read Your Electrlo Meter, Cooking, Lighting, Insulation, and Tips for Watt-Wise 
Living* Additional Quality Senior Living brochures which are purchased and distributed 
free by FPL oover a variety of topics from dealing with heat stress to taking care of 
elderly relatives; physical health in later yearsj good nutritlonj Al2hcimer»s dlseasej 
mental health In later years, and safety related pamphlets. 

Other coucational materials such as senior resource guides, information and referral 
brochures and senior ^otllght bulletin boards in branch offices are a regular part of the 
Company's program. In addition, the Quality Senior Living Advisors regularly speak 
before seniors groups on topics of interest across the Company's service areas. 
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^^tandlng Up Speaking OuV* 

One measure of the chftrtctor of s corporation Is In its recognition of community needs 
and its responsiveness to those needs over and beyond the corporation's basic business 
activities. Wo also believe that gre^t strides can be made If the private sector and 
public acctor leadership can work In consort to solve problems* 

This advocacy on behalf of older people Is another key element In our Quality Senior 
Living Program. We maintain close working relationships with key governmental, aging 
association, advocacy and public sector groups and organisations natlonaUy, statewide 
and locally. 

As an example, the Company Is currently working with the State Chamber of Commerce 
to Implement tha recommendations of a Its standing Duslness and Aging Committee. 
This body was an outgrowth of a Special Task Force on Aging Initiated and chaired by 
FPL. FPL alflo provided ataffing group dynamics training and the production of a high- 
quality video presentation, tor the Committee to use in attracting a broad cross-section 
of Florida businesses to become involved In the Issues and needs of the staters older 
citizens looking toward the 2l3t oentury. 

TTie Company has also begun work with the Gerontological Center at the University of 
Florida to share Ideas and Information, to Icam more about their activities and to offer 
thorn opportunities for field work within the various FPL business operations. 

PPL also maintains an active speakers' bureau. Is a supporter of the Alliance for Aging 
Research (a national rcs&arch foundation supported by corporations which brings 
business, political and acodemlc leadership together to address aging Issues) and Is 
represented on nearly every key aging body at the state and national level. 

Because FPL Is a regulated utility, it Is limited In terms of what it can and cannot do In 
the form of financial support ror non-profits. However, the Company*s executive, 
supervisory and employee groups volunteer thousands of hours a year to providing 
training and consulting to non-profits as well as working for and on behalf of these 
organizations. 
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The Company has found that the benefits of Hoanlng** expertise to an organization most 
often outweigh an outright g7t of money because of tlie value^dded aspects of 
professional problem solvers bringing business perspective to work In tandem with the 
trained eare providers* 

In Ute 1967, FPL was the lead sponsor and one of the principal organizers of a major 
Florida Chamber of Commerce and Department of Health and Rehabilitation Services 
Conference on Business and Aging. The state-wide conference was largely organized and 
staffed by FPL parsonneL In addition, FPL gerontology and consumer affMira advisors 
served as committee people, workshop moderators and speakers* 

Each year FPL conducts various activities related to Older Americans' Month 
Promotions. 

"Tips, Taotlos For Independent Living^ 

Among the principal concerns voiced by older people touched by the Company^s Quality 

Senior Living Program Is their ability to remain Independent* The five things that most 

often contribute to loss of Independence aro poor health, accidents, financial hardships, 

becoming a victim of a crime and lack of family or peer support* Accordingly, FPL 

through Its Various departments and subsidiaries carries out a number of programs whose 

purpose Is through education and outreach to help Its older constituents avoid those 

Independence«threatenlng factors. Among the more than 100 different activities aret 
62 ♦ Program - For those wnose main source of Income Is Social Security, the Company's 

G2'«' program automatically extends the payment due date to coincide with receipt of the 

Social Security cheek. Customers need only apply and supply proof of age. 62**- members 

also receive the Company*s consumer publication. Times of Your Life at no charge. 

Double Notice Protev'tlon - The customer authorizes PPL to send a copy of any 
delln<}uent notice to a person of their choice. It helps guard against discontinuation of 
service If the customer Is away fron home unexpectedly or cannot be reached. This 
program is particularly well suited to elderly and Inflrmcd customers who may misplace 
or forget to pay their bills. 
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CommunitY I nformttloo ProgrTni - Offars apMken and t6mm color fllmt trtt of eh«rf c 
on • wtdo rtn^e of toplet. 

^♦clflc slide Bhow prPfr^m* for Mfllor elUsani In group living wid condominium 
situations ere also orasanttd thromhout FPVs service territory. TTttsa programs show 
••nior citlttns ways they can constrva In Individual apartmcntj, cs well m the cniirr: 
oondomlnlum building. Sanlor citizens are depicted eauSdng and waatharatrlpping their 
units, as wall u performing other energy saving steps such as raising the thermostat 
whan oooUng and changing filters on their heating and oooling systems. 

m situations where e slide show pr«entatIon U not feasible, a suitcase presentation Is 
used. During this program, seniors are shown way* to reduce their electric bills by 
turning down cooling and weter heating thermosteU and other hands-on aotlvltles they 
can perform Individually. 

MobKe Branch Offlee »*niaaa vans regularly visit condominium and senior communities 
to permit seniors to pay their bills, handle connects and dUconnacts, to esJc questions or 
regtsier complalnl«t and tt receive p«ma] attention at their doorstep. 

.>f ello Kelghbor - This progrcs: cf erates similar to e Welcome Wagon concept. However, 
the purpose of this progrem Is to help older people moving into the Company's service 
area to more easily edapt to new surroundings and to help avert the loneliness that often 
eeoompanles r2locatlon to a new sUto or locale. Loneliness l« a partlcuUrly common 
phenomenon among older people, cspecUUy the very old who tend to be less mobile. We 
have also found that loneliness Is a contributor to poor health and that active , Involved 
people tend to be mutually supporUvc when It comes to the question of melntalning good 
health. 



^ome Energy Surveys- The Company eonducU free home ener^ surveys geared to 

helping consumers cut the cost of their utlM*7 bllU to wiser use of energy, especially elr 
conditioning and hot weter heaters. Savings In these areas can be eipeelaJIy Important to 
Individuals living oo low, flxed Incomes, 

.Security lightlnr Program - One of the msjor concerns of the elderly raised In the 
research Is secui'Uy reUted to llghUng at night. The Company works with Individual 
consumer/, condo organiraUons and other groups to provide nighttime security lighting 
program!* 
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SoeoUl Bill Pnyment Arrangements and Budget Billing - When unexpected personal or 
«oonomie conditions prevent the customer from p^^ying the bill on time, FPL encourages 
the customer to contact the office before the past due date, ttie representative may be 
able to work out a mutually satisfactory payment schedule to avoid discontinuation of 
service* Budget billing, which averages customer payments over the year is especially 
useful to older people on fixed incomes* 

Referral Service - When payment arrangements are not the solution, FPL representatives 
often are able to put the customer in touch with a public or private agency that provides 
funds for <rnergy assistance, food, clothingf and shelter. In adOition, various federal 
programs are available to assist fixed or low-income hotis'Aolds In the area of energy 
ass!stance and weatherization. 

As part of the ASSIST program, which Includes many of the preceding programs, FPL 
works closely with the Flor5da Department of Health and Rehabilitative ServiL,^ in 
administering the Low-Income Energy Assistance Program* IIUS representative: are 
available at many district offices* Also^ applications are available at all offices duritig 
the specified time periods each year* 

The Residential Conservation Service Program - Offers 'customers three types of Home 
Energy Audits to choose fromt Walk-thru Energy Audit, Computer Assisted Energy 
Audit, and Customer-Assisted Energy Audit* Older persons who must make do on 
retirement Incomes benefit substantially from this service which shows them ways to 
save on energy costs* 

Ti ns for Watt-Wise Living - A monthly column on saving energy *;osts mailed to over 100 
publications* Several columns each year focus on senior citizens* 

Vial of Life - The Vial of Life Program is an effort through which the Company, in 
cooperation with local volunteer organizations, makes available and distributes to anyone 
who Is Interested, a Vial of Life kit* This kit includes a plastic conti^iner, medical 
Information form and sticker to alert medical crews that a Vial c .Ife Is in use* 

The Individuals medical Information Is filled In and the Vial Is placed in the 
refrigerator. In t ^ way, emergency medical teams know exactly where to look for the 
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UfMftvInjr Information. To date, nearly 50,000 Ylals of Ufe havo been distributed by 
PPL. 

.Radio Watch - FPL maintains a program through which line crews, meter readers, and 
other PPL employees assitt local police departments by reporting crimes or other unusual 
circumstances. This program fs not limited to older people. 

.*^enaltlvity^ Understanding, And Support" 

How a company relates to Ita customers Is the key to building good relationships. At 
Florida Power & Light Company, older people represent the largest single Identifiable 
group that we serve. Thus, II Is Imperative that we provide effective, two-way 
communication between our employees and our customers, cspeclaUy those who 
constitute one of our largest constituencies. 

Employee training In becoming more sensitive and aware of the needs of the older 
customer Is a natural outgrowth of FPL*s management philosophy of strong support of 
employee development. The Company mauitalns a formal SensIUvity iralnlng Program, 
enOtled A New Look at Our Older fhi>*r>fni>i>^ through which employees who Interact with 
customers are trained about the problems of agings how to deal more effectively with 
older customers and sources of assistance for thcnu 

With an eye toward the social, physical and psychological concerns of the elderly, this 
program instills an awareness of a sensitivity to special situations and concerns when 
working with older customers. 

simulation exercises demonstrate to the employee how It feels for the elderly who 
experience a loss of hearing, sight, touch or moblUty. Videotapes are used to model 
communlcaUon skills which are helpfUl In resolving particular concerns of older . 
customers. Finally, employees review and discuss value systems and how to more 
effectively communicate with the older generation. 

Division Consumer Affairs Advisors In each of the Company's five major operating areas 
function as gatekeepers as weU as a conduit for two-way communlcaUon between aging 
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customers, the local gerontology network and organtzatlons serving the needs of older 
people. One of the Important aspects of the Company*s QuaUty Senior Uving Program Is 
Its grass roots planning and strategy and a determination to ke^ the Program flexible In 
order to better address short-term Issues as weU as to be responsive to long-term needs. 

The Consumer Affairs Advisors are charged with the development of new programs, 
i'jialysls of e:;lstl'ig activities and response and adjustment where necessary. 

The Company regularly conducts research Cnto the Issues of aging as well as utilizes the 
Input from a senior Consumer Advisory Board, This group, which advises FPL on Issues 
of aglrg. Is drawn from the community end represents a cross-section of older people. 

The Company also functions as a gatekeeper In a number of ways from Its Radio Watch 
program, to Its emrioyees who are sensitive to the Issues and problems of aging, 

"Retirement, A Be<^Innlng Rather Than An End" 

In addition to Its cutward looking programs related to eglng, the Company also looks out 
for Its older employees. At PPL, retired life begins at 6R — at least In terms of 
planning. When an employee reaches this age, an Invitation Is extended to the employee 
and j^ouse to attend the Pre-Retirement planning Program, a two-day seminar and 
workshop. A series of experts In such fields as estate and financial pUnnlng, ^egal 
matters, health. Social Security, FPL benefit programs, pensions and taxation present a 
broad spectrum of Information, panel discujslcrs featuring FPL retirees and their 
spouses afford an opportunity to learn what It's r^al^ like :o be retired. 

As retirement time approaches, additional iraterlalSj as well as the assurance of 
individual retirement counseling being available within thd Company, are provided. U|icn 
retirement, a number of programs and services are avallable's 

Retiree Clubs - Currently there are seven chapters — six In Florida aiid one In North 
Carolina -* that allow FPL retirees to meet and mingle at monthly or quarterly meetings 
that sometimes feature a weaker on either company or r.on-comptiny related topics. 
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Retire© Directory - An tnnu«l compendium of the names, addresjes and phone numbers 
of aU retirees and surviving spouses who wish to be listed, as well as sources to caU for 
Information or assistance within the Company. 

Alumni BuHetIn - A quarterly publication contolning Information and articles for a^-d 
about retirees* 



All the reUree programs and services are contlnuilly monitored ;? help every employee 
make the best possible transition from career to retirement, 

T^ie Company also offers part-time employment to retirees In areas which require less- 
than-fuU-tlme acUvity. For example, certain of the Company's Gerontology Programs 
such as Hello Neighbor utilize retirees. 

FPL Is one of only eight companies nationwide Invited to cooperate with the American 
AssocIaUon cf Retired Persons in testing a pilot family caregivers program. This 
proj^ram Is run for the bcneHt of employees who have an older person to care for. The 
various agencies and organizations from the area serving older people are Invited In to 
answer quesUons, to make presentations and to pass out literature. As part of this 
program, a fair was set up for employees and numerous aging agencies serving older 
people were Invited to display their "wares" and to meet with employees. All division 
employees were Invited to attend and to learn more about possible sources of help. More 
than 800 eo'ploye.'es attended the festival and Information was made available to those 
who could not attend. 



Ms program builds brlt^ges not only with employees, the Compan:;'s own consumers, but 
with the aging professional network as well. 
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"InltUtIv And RweftAlvftnsss" 

pPL'f Quality Seniv-jr Uvlng Program is a reflection of the Company^ commitment to 
auppottinf the net<ls of oxtivr people — those whom It directly touches as well as others 
who can benefit from Its leadership, dedication and determination to helping older folks 
maintain their independence for as long as possible* 

The Company currently works with upwards of 75 organizations who are working on 
behalf of older people* These are largely non-profit and governmental bodies which can 
benefit from the expertise and assistance of the Company end its representatives* 



Ih comblning its efforts under the Quality Senior Living banner, PPL has developed a 
significant educational force in addressing the Issues of aging. Yet, for as broad, far 
reaching and effective as these cfi'orU have been, they represent a v«ry very small 
expenditure per customer per year. 

At FPL, we believe that if more and more businesses would become involved in the 
educational aspects of risk reduction among older adults, the high costs of treatment and 
service could be reduced substantially. 

At FPL, we also believe that good public relations means helping people and from 
experience we have learned that the direct benefits received In return are in excess of 
the resources Invested* 



Summary 






84 

Senator Mitchell. Thank you, Ms. Macaulay. Mr. Meyers. 

STATEMENT OF G. CURT MEYERS, DIRECTOR, THE WELLNESS 
CENTER, LEE MEMORIAL HOSPITAL, FORT MYERS, FL 

mJ^VTr^r^^w"^^'^ y°"- <iaia for this testimony comes from 
The Wellness Center at Lee Memorial Hospital in Fort Myers, FL. 
The function of the presentation is to present two components. The 
firat IS that of risk identification for the population that attends 
this facility, as well as the effectiveness of health promotion on the 
changes in physiological and financial areas. 

We have seen over 5,000 participants in the Wellness Center 
since 1984. Of those, we have conducted a study, which is what I 
am pr^enting, on 502 participants with an average age of 66 5 
years. S^xty-seven percent of these people have been referred to our 
center by their physicians. 

Forty-six percent of these people were men; 53 percent were 
oP® educatioaal level, which is of interest to this subgroup, 
is that 33 percent achieved a high school degree or less, and 67 per- 
cent achieved a college degree or greater. Seventy-five percent have 
expenenced up to one day of hospitalization per year at the time of 
entrance, and 26 peroint have experienced greater than one day 
per year m hospital days. 

In looking at the cardiovascular risk factors of these individuals, 
we identified cholesterol, HDL cholesterol, and triglycerides as 
areas of concern. Of the 502 participants, 70 percent were of moder- 
ate nsk for coronary artery disease. Sixty-two percent were at risk 
due to their HDL cholesterol component, and the total HDL choles- 
terol ratio was at high risk for 46 pe/cent of the participants. 

Ten percent were smoking; 46 percent had stopped smoking 

m changing from the physiological risk factor to their attitude 
towards wellness, it was important to note that, of this group, 69 
percent had a high interest in wellness. Thirty percent had a grow- 
ing interest m weUness; 64 percent believed that health is primari- 
ly determined by their lifestyle. Sixty-eight percent were willing to 
change their hfestyle in order to obtain better health, and 77 per- 
cent believe that keeping health insurance claims to a m-'nimum is 
fie best way to work within the Medicare system. 

As we moved from the risk identification component to the 
healtn promotion intervention model to evaluate the effectiveness 
ot the program, we looked at 82 present members of the center' 
who were over the age of 60. These participants were studied at the 
time of entrance aid then 3 to 6 months after entrance. The aver- 
age age was 67.2 years of age 35 percent were male, 65 percent 
were female. 

The medical status of these individuals was that 86 percent were 
referred by their physician to this program; and this is a self-pay 
program. Seventy percent were taking a physician-prescribed medi- 
cation at the time of entrance; 57 percent had a history of coronary 
( artery disease, as documented by hypertension, diabetes, or a docu- 
•s^mented myocardial infarction. Twenty-six percent had a history of 
prthopedic or metabolic problems- and of the goup. 17 percent 
.were classified as healthy individuals. 
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We evaluated various parameters of these participants, and one 
of the first areas we lookod at was weight. The average weight for 
the individuals at entrance was 164 pounds; at 3 to 6 months later, 
the weight for the group dropped to 162 pounds. This is clearly a 
loss of 2 pounds per participant, which is not significant. However, 
of significance is the fact that this is a unique subgroup that is in- 
terested in a health lifestyle and has thus come in at probably a 
healthier level than the nonparticipants. 

In looking at blood pressure changes, which are one of the higher 
risks for coronary artery disease and stroke, we found that there 
was a 7 percent change in both systolic and diastolic blood pressure 
with the program intervention of these people. Of interest is that, if 
you equate this change with what New York Telephone has found 
with their hypertension control program, thay found a savings of 
$663,000 annually by reducing the blood pressure of their employ- 
ees, which number approximately 80,000. 

The blood lipid levels are extremely important in evaluating the 
risk of coronary artery disease. Of the group that we studied, we 
looked at 52 active cardiac patients with an average age of 64.9 
years old. The total cholesterol change was 11 percent with this 
group through the intervention. Triglycerides changed 11 percent 
as well, and the total HDL cholesterol ratio changed 12 percent. 

Basically, the change in this blood lipid level resulted from a risk 
identification of high risk to a risk identification of moderate risk 
through this intervention. 

This should help res'ilt in some cost-savings efforts in the reduc- 
tion of future cardiovascular events. 

The last component of my presentation is that of the financial 
ramifications of a prevention program and what we can do in the 
future in presenting some information. Each member of this group 
of people has paid $227.00 each to be a member of this wellness 
center. This equated to $113,000 spent annually in their practice of 
preventive medicine. 

If this same group of people has altered their lifestyle in a posi- 
tive manner and thus stayed out of an acute care setting for one 
incidence of a noncomplicated acute myocardial infarction, this 
represents a savings of approximately $1.5 million. This would indi- 
cate that, for every dollar spent on preventive health care, there is 
a return of $13.80. 

In summary, I would like to identify that this is a unique sub- 
group of people that we have studied. This subset of the population 
most likely believes in a healthy lifestyle as an intervention and 
means for maintaining good health. Of concern t o me is the fact 
that there are those other groups of people who do not believe in a 
healthy lifestyle, and what are the financial ramifies "^ions in 
taking care of those individuals who do not take care of themselves 
in a preventative manner. 

So, I would like to close with four questions to the panel that 
need to be answered as we address this issue. The first is: Does the 
practice of a healthy lifestyle reduce the use of Medicare dollars 
for this population? Second: If some third party carriers were to 
help pay for preventative health programs, would it motivate those 
who do not practice a heilthy lifestyle? 
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What is the actual financial return for every dollar spent on pre- 
ventative care? And lastly: Should health insurance premiums be 
set according to lifestyle of the individual? 

If we in the healch care indu3tr^^ can keep this population 
healthier, there will definitely be . -eduction in the spending on 
coronary artery bypass surgery, hospitalization associated with pul- 
monary and metabolic disease, and certainly a reduction in the 
number and frequency of strokes in this country that presently are 
being financed primarily by the Medicare Program. Thank you. 

[Applause.] 

Senator Mitchell. That Ls extremely interesting testimony, Mr. 
Meyers. Mr. Palevsky? 
[The prepared written statement of Mr. Meyers follows:] 
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s aZATB FIRANCK COHMITTEE HEARING IH R I SK« REDUCTION 
AMD HEALTH PROHOTION FOR OLDER I'EQPLE 
^AHDART 6^ 1988 

The data for this testimony comes frora The Wellness Center at *.ee Menorlal 
Hospital, Fort Myers, Florida. The Wellness Center Is a program of 
atultldlsclp Unary Intervention of exercise, education, therapy and 
<*ounsellng toward the prevention and rehabilitation of various types of 
.ironic disease processes commonly encountered by Southwest Florida 
residents. The Center opened In 1984 to serve the community In the area 



1. Cardiovascular Rehabilitation 

2. Puhoi;ary Rehabilitation 

3. Aduh Fltnebs 

4. Physl &1 Therapy 

5. Health Promotion 



Since the opening In 1984, 5,736 people have used the Center for one of 
the above services. 



Specifically this risk Identification testimony focuses on those 
participants over the age of 60 years that have used the services of the 
Center. The following survey Identities the participant at the tlae of 
entrance Into the progran. The number of participants In the sub-group 
Is 502. K 

AGEt 66.5 TEARS OF AGE 

SEXt KEN 46.4Z (233) WOMEN 53.67. (239) 

EDUCATIONt 33,57. High School 

or below 66.57. College or above 

HOSPITAL DAYS/VR, 74% up to l/day 267. > 1 c?ay/year 



Blood Lipids t 

707. >200 Mg7. (Moderate Risk) 
627. < 44 Mg% (Moderate Risk) 
38X > 44 HgX 

46.37. > 6.0 (High Risk) 
487. > 150 Mg7. (Medium High Risk) 

107. presently smoke 
467. stopped smoking 
347. never smoked 

Body Weight! 307. arc 20Z above Ideal weight. 

Percent Body Fats MEN WOMEN 

26.5% (Ideal 16-187.) 34.0% (ideal 247.) 

Attitude Toward WellnesBt 

1. 697. have a high Interest In wellness. 

2. 30Z have a growing Interest In L*ellness. 

3. 64% believe that health la primarily determined by lifestyle. 

4. 687. are willing to change lifestyle to obtain better health. 

5. 777. keep health Insurance claims to a minimum. 

6. 35% believe that a health Insurance refund would be helpful 
In having more people participate In wellness. 

7. 36% believe that health Insurance refunds would not be helpful 
In having more people participate In wellness. 



Cholesterol t 
HDL Cholescerolt 

Total Chol/HDL- 

Chol Risk Rat lot 
Triglycerides: 

Smoking > 
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HEALTH PROHOTION FOR OLDER ADULTS 

To evaluate the ef fectlveneas of the prograa on older Adults, 82 present 
members over the age of 60 were studied retrospectively. The function 
of this was to evaluate the physiological changes that take place in these 
people. Tests were performed at the entrance to the program and betweer 
J - 9 months after Test I. Demographics of this group avei 

Average Ages 67.2 years old. 

Se^ci 35X Male, 65% Female 

Medical statusi 86Z were referred by a physician. 

70Z were taking a physician prescribed 
medication. 

57X had a history of coron?ry artery disease. 
26Z had a history of orthopedic or metabolic 

problems (diabetes, obesity). 
17Z were classified as healthy. 

Weight Change t 

The average weight for the group at entrance was 16/i.l pounds. 
At the second test the weight was 162 pounds. The average weight 
loss of two pounds per participant is not significant. However, 
further analysis showed that t\tt males were more obese than the 
females and tended to lose more weight. 

Blood Presure Changes t 

Blood pressure at rest was taken on all clients at the time of 
their test. Results of the blood pressure measuremtj.ts werei 
TEST I TEST II I CHANCE 

135/82 126/76 77. 

The change in blood pressure is not extreme. However several studies 
have shown that the greater the amount of hypertension, the more change 
likely to take place with lifestyle assessment. The entrance blood 
pressure of 135/82 would be considered a normotensivc reading. 

Resting Heart Rate. Changes t 

Resting heartrate was taken on rll clients at the time they were 

to begin their exercise stress lest. Results indicatedi 

TEST I TEST II I CHAHGE 

75 BPM 72 BPM A7. 

This change would not be considered significant. However. 

a resting heartrate of 75 BPM is very good for this 

«gc group. 

B»^.jd Lipid Uvclsi 

Blood lipids were only drawn on those patients who had a physician 
prescription for such. This was a sub-group of 52 active cardiac 
patients at an average age of 64,9 years. 

Blood Cholesterol, triglycerides and HDL cholesterol levels were measured. 
Results of testing between Test I and Test II within a thiee month 
frame showi 

TEST / TEST II X CHANGE 

Total Cholesterol 229.3 mgZ 205.9 mg7. 117. 

um^'iJ^^^^^'r"' "^-55 °8 ^ 184.25 ng7. 117. 

HDL Cholestrol 37,43 38.2 27. 

Total Cholesterol/HDL 6,13 5,39 12X 

Average cholesterol for this population was 215 mg7.. The change associated 
with the cardiovascular rehabilitation intervention is favorable and 
lulZ if ^u^""?^ ^^"^ * cardiovascular event. Thus, this population 

through the intervention, ahows a potential cost savings to society by 
reducing the risk of another cardiovascular event. 
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Triglycerides are often effected the most through exercise* Triglycerides 
values of 160 or greater are considered to be elevated* at levels of 200 
or more the person is at high risk. As shown with this group, che 
triglycerides levels vere abnormally high. Intervention through diet, 
exercise tSierapy and education reduced the risk of future cardiovascular 
events* 

HDL Cholesterol is considered to be protective against coronary heart 
disease. As such, the higher the HDL, the lower the risk of cardiovascular 
incid.mt. Little change in HDL cholesterol was observed with the 
cardiovascular rehabilitation intervention, however these values were 
not abnomally low from the first test, thus there is not as much change. 

Financial laaif icationst 

Those over the age of 60, as studied by this facility, have an interest 
in obtaining and maintaining a healthy lifestyle. Each member of this 
group of people has paid $227 per year to participate in the Wellness 
Center. This equates to $113, 95^ spent annually in their practice of 
preventive medicine. If this same group of people have altered their 
lifestyle in a positive manner and thus stayed out uf the acute care 
hospital setting for one incident such as a non-complicated acute myocardial 
infarction the gross savings represents approximately $1,581,300. This 
would indicate that for every dollar spent on preventive care, there is 
a savings of $13*88 In direct hospital costs. 

As well, the better educated clients are more likely not to use emergency 
room departments when angina or shortness of breath occur because they 
.are more aware of the proper course for the prevention of emergencies 
and medical intervention. The need and use of hypertension i>i?dicine may 
be reduced. Also, physician office visits should occur less frequently 
as pbtients takes better care of themselves. 



After seeing well over 5,000 people at this center, it becomes clear that 
this population believes that proper lifestyle will result in increased 
longevity and decreased morbidity. Because of this belief these 
participants spend money to obtain the evaluation and intervention 
techniques used by this facility. «ilthough the data presented indicates 
that many people over the age of 60 are at risk for the development of 
cardiovascular disease, pulmonary disease or metabolic disease, it must 
be acknowledged that this is a unique sub-set. This sub-sen of the 
population most likely believes in lifestyle intervention as a means of 
maintaining good health, of concern are those individuals that are not 
as motivated as this sub-group. One might identify that non-motivated 
people ovet the age of 60 are more likely to make use of acute care medicine 
and thus require more of the Medicare dollar due te their lack of belief 
in a healthy lifestyle. This leads to many questions that we need to 
answer as we evaluate the cost effectiveness of preventive medicine as 
an intervention to help cure the rising cost of healthcare for the older 
adult. 

1. Does the practice of a healthy lifestyle reduce the use 
of Medicare dollars for this population? 

2. If some third party carriers were to help pay for preventive 
health, programs, would it mot' nte those who do not practice 
a healthy lifestyle? 

3. What is the actual financial return for every dollar spent 
on preventive care? 

A. Should health insurance premiums be set according to the 
lifestyle of the individual? 
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M»*APT llFALTii SUMMARY 
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17.9 




: t 




7.0 OP MOPE 


19 


28.4 








^u«r 'vg^ r < »l< r %l io 


5.9 










Pnconwtend 4.0 or leii 


















Percent 


OMtr Ibut iCn 




Gr^TOLlC QLOOO PRESSURE 


(n) 




0---10 20-- 


-30 40---50* 


•-tc 


1 thrn 120 


118 


23.6 








120 ♦o 133 


222 










l-'O to 1*«9 


124 


24.8 




i I t 




1^0 or in«r^ 


36 


7.2 




i t 





130.3 



ERIC 



92 



HP ART Hl?Al.TH 



niA*5T0L«C BLOOD PR^SSUPfi 
*.« tt than eO 
t^f) **> 09 
'^A |a Od| 

«V»-^ri<j<i OlitKtolfc OP 

TPIO' YCrRlOE «.EVCLS 
I *»fi> tri«n 100 ngX 
I no to M9 wjX 

i«;o to 190 wpx 

200 m9% or mor« 

Ai/#»riq« Tr Iglycvr i<1«« 
Pccomm^nd lc»t thftn 120 

'I'.UroS^ LEVELS 

I than 1 1 3 ngX 
113 |}G% or titor* 

Av«r»9« OliidOB* 11^*1 
P^roiifK«»nd l«sy th«n 113 

'".HC'ING STATUS 
^"♦nlu« unlnown 
t*«««r ^nol 4f1 regular ly 
<".lorrc<< ^Moking 
*i«nol*« ontt p^ck p«r d«y 
t.H^l'fl tMft PMct'v/d^y 
''•rn! * r^P*^ or cigir 

Porcmt SMok«rt In group 

n»iSTI(IG HEART PATE 
* t Unn SO 
69 

*0 to 7'J 
'jn to 80 
oi i»or4t 

Avor^O's renting HR 
r;«»conn««nj 60 or l««« 





<%» 


214 


42. e 


204 


40.8 


6S 


1 7 • 6 


19 


3.8 


'9 . 0 




(n) 


(X) 


14 


17.9 


27 


34.6 


17 


21 .6 


20 


25.6 


1 v4 • Q 




n J 


< X ) 


3; 


70.0 


21 


29.2 


109.2 




( n } 


( X 1 


30 


10.0 


1 6Q 


33.5 


233 


46.4 


32 


6.4 


n 


2.2 


7 


1 .4 


1 


0.2 


10 . 




tn) 


(\) 


47 


9 i 4 


13^ 


27.1 


137 


31 .3 


106 


2 1.3 


33 


10. C 



Pr - 3 

P#rc«nt Olstr «t>ution 
-10 20 30---40---30 4C 

" * > : ; 'i f 
Jill". 



P«rc«nt Ofttributfon 
0---10 20 30---40 30' --^0 

> : 

J > ! I 

> 1 I 



P«rc«nt Olitrlbutlon 



-60 



P«rc«nt O^xtr tbution T 

0 10 20 30---40---50---«6. 

I I I 

i o 1 



1 > 

:> 

I 



\ 



P#rc«nt Olitrlbutlcn , ^^.f 
0---10 — -20— 30---40— 30--l-jr£^ 



I 



> I i . \ 



73.0 



9o 



PtTUESS SUMI1ARY 



PITnrs^ SCORE, 
V.I.OW 0 to lf> 
tow ZO to 39 
Awq. .10 »o 
r;ort«1 60 TO 79 
r.xccl 90 TO 100 

nd Ccorc o< CO-* 

♦^M»-»trAL ACTtVITY STATUS 
»!rtf I *roi t<»rt 
Ho •'»'<or':i5* progr«TA 
) t o 2 t Imr ji/we^k 
? to 4 t{n«s/wf4(^ 

P-^rr.nnt *:<4rcis1ng 
-'3Cl'>'= CALORIES/W^RI 

?noo to Z'*S9 



rcfomm'^nd 1000^ c»l/wk 

'i.onRif POVE^ (MVO-2} 
X *>• - Ih-n no 
"in to 3^.? 
^0 to 4?.P 
^0 to 5').*5i 
»■ 0 pin* 

.■^vr-noi HVO-2 (ml/lg/min 

'•'^'*'*!IT nCOY '?AT <MP,II) 

'n.l to 

to ?0% 
to 2^% 

•1-..,- 

%«*-riq*» % f:^^ ^jji- frtftn 



(n) 


iX) 


30 


6.0 


106 


21 . 1 


?40 


47.8 


116 


23 . 1 


10 


2.0 


40. 1 




(n) 


(%) 


41 


8.2 


300 


39.8 


44 


8.8 


66 ■ 


13.1 


2S 


3.6 


23 


4.6 


23.4 




f n ) 


C ) 


238 


4 7.4 


«8 


17.5 


83 


16.3 


41 


8.2 


32 


10.4 


1 983 . 6 




(n) 


'% > 


309 


69.9 


91 


20 . 6 


29 


6.6 


6 


1 .4 


7 


1 .6 


;i7 .7 




(n) 


f %J 


13 


3.6 


11 


« . 7 


38 


16.3 


71 


30.5 


100 


42 . 9 


26.5 





P«rr«nt 0<itr ibnf is « 

0 10 20 30 <0 r.O--'' 

:«*> : I : : 



1 1 



: > : : 



Porrtnt Dlstrfbutinn 
0 10 20 30 40 "f*- 

»^»>: s : : 
• • • > : 

« V « «« 9 > , 

• » > : 



0 10---20---?0---^0--»?j 




P«rc*nt On t r i^'j* • 
0 10 20 30 Jf'-- 

: 



PTC'nt m St I •» 
0 10 20 30--»J. 



ERJC,.. 



971 0-88-4 



94 



"ir»!G5S SUMMARY 



rr.vrrriT oooy fat (women) 

or ies9 
in.l to 22% 
to ?7% 
?7.1 to 'iZX 
• lore than 32% 

Au«r^T« % fitt for Wom«n 
F,«Comiio*nd 24% or l^ss 

•*r?TP STP«-NQTH (KG) 
I thnn 50 

50 to 7^,9 
75 to 99.9 
InO to 12^.9 
13^ or mor«» 

AverJiQA arip 
^'^nr;nri/M '^TR,'iHGTH,srTUPS 

10 to 14 

?0 tr r« 

"O ♦ 
•0 

5n or wor-a 

A/ori9» no. situps/min 

"'^TilF ri pxiOri ( in. ) 
".o-* tti-\n 
" to 0,0 
10 to 14.^ 
15 J/> 19.9 
or nor«i 

Avor^oe spin* f1«xion 

•^aMlVC WT(100% w lOEAL) 
».**r.it thnn 100 % 
100 to 109% 
1 10 to 119% 
1 ?0% or Mor ft 

Av.*r«»o» RAlitive Wt 
Poc^Nmw^^nd 1o«« than 110% 
WlM.lA^I wt y loo « P^l. 



( n ) 


( % ) 


5 


1 .9 


S 


1 .9 


1 8 


6^. 9 


49 


18'. 8 


184 


70 . 5 


56.1 




(n) 


(%) 


92 


35.4 


10S 


40.4 




18.8 


If 


4.2 


3 


1 .2 


63 . 3 




( n) 


(%) 


73 


33.2 


92 


41 .8 


34 


1 5, S 


18 


8.2 


2 


0 . 9 


1 


n,5 


14.7 




( n) 


(%) 


1 9 


4*1 


60 


1 '5. 1 


188 


41 .0 


160 


34.9 


31 


6.8 


13.5 




(n) 


(X) 


31 


6.^ 


188 


37,5 


133 


26.5 


150 


29.9 


114.7 





r<»r<:<»nt Oiittribution 
0---10 20 30 40 50- 

> 



»«««»«««> 



>««««««« 



■ » « y » « t < .1 



P«rc«nt Distribution 
0 10 20 30 40 50 

««««•*««««««•««««« 
••••••»•> 

> 



Pfrctnt Olstrih 
■10 20 30 A 

t • > 



« » « > 

> 



P*!rcffnt Oi>t« 
-10 2*3 ^Q^. 



Percent Otstribution 
0 10 20 30 40 ZO' 

: : : 



ERIC 



B8 



95 



'>TRrsS 



sTRP<i'; sco:?es- 

Sever^ di«tr«ss 

Ointr<»<*^ rone 
StrnfY zona 
lUrginnl 2one 

Positive wcll-b»<ns 

'Jecrtinnond score of 81* 

IIOIJRS OF ll.GEP/DAY 
No r«5ron«e 
ftor* thin 8 
7 to f. 

to 6.9 
^ to 5.9 
Ifss th«n S 

P«co»m«nd 7-8 hr» 

WOSK l-IFE 

Mo rc^ron««s 

Goodt enjoy mjr work 
OtC hut oft<»n h*rd 
A ti«i.1n0 nacesslty 
nr<*4d a^ch d^jr 



ANNUAIL VACATIONS 
No rraron-^a 
ttol r«»ou lir 1 Y 
Occ^r. <on^ 1 1 Y 
Rcgu lar 1y 



FUH ACTIVITIE'5 WEEKLY 
Ho ."cfRponsft 
Mo . not r*9u lar ly 
Occns lona 1 1 y 
Y'SSi regularly 



l2-2r-;9e7 
P«9* - C 



Percent Oistv* ibut ion 



( n ) 


( %) 


0 10 20-- 


-30 40 50 60 


3 


0.6 


: > ! : 




7 


1 .4 


: > J : 




49 


9.8 






86 


1*7.1 






41 


8.2 


:•••>: : 




98 


1 1 .6 






298 


91 .4 




78 . 1 












Percent 


Oistr ibut toi* 


( n ) 


(X) 


0---10 20-- 


-30 40 50 6C 


18 


3.6 


: «> : ; 




72 


14.3 


; « •« > : 




299 


91 .6 






104 


20.7 


;••«««••««> 




41 


8.2 




; : : : 


8 


1 .6 


: > : ; 








Percent 


01«tr ibut loo 


(n) 


(X) 


0 10 20 30 40 50 6G 


189 


37.6 






84 


16.7 


; «4 • > 


1 : : • 


19Z 


38.2 






22 


4.4 


J : 




14 


2.8 


t > : : 


J : : ! 


1 


0.2 


;> I : 








Percent 


01«tr Ibut <cn 


(n) 


(X) 


0 10 20 30 40 50 S:- 


26 


9.2 


:••> 1 \ 




36 


17.1 




; t : 


99 


18.9 






299 


90.8 










Percent 


Oistr Ibut Ion 


<n) 


(X> 


0---10 20- 


--30 40---5C 60 


18 


3.6 


M> ; I 




61 


12.2 




lilt 


138 


27.9 




: : : 


289' 


96.8 








ERIC 



y9 



96 



nuTPiTtoti si.'hma:?y 





(n) 


(%) 


V^rv low 0 to 1^ 


25 


5.0 


1 o**" 20 to 39 


17 


3.4 


^^f^^•^^» 40 to 59 


239 


47.6 




205 


40.8 


^ xC^ n<»nt 80 to 1 00 


16 


3.2 


^'•*"*'*^0'^ nutr 1 K ion %cor^ 


55.8 












( n ) 


( % > 




26 


5.2 


20 to 23.9% 


152 


30.3 


'^0 to 39.*?% 


265 


52.8 


40% or more 


59 


11.8 


A*'^r. % of cil. from fat 


33.4 




f?C'COM'n''n<i 1c5^s thsn ?0% 






•A . A 1 - 7r OF CAL 


( n ; 


<%) 


■ ' ^» » li ^1 *> 


1 5 


3 . 0 


to 9.9% 


1 1 4 


22.7 


IP to 14,9% 


326 


64.9 


■ " *, 19. 9% 


44 


8 . 8 


>0% ^oi' n>or«» 


3 


0.6 




1 1 .e 




AiT)fn^n<l I'sx thin 10% 






( n > 


( % ) 


l.^^iti thnn 40% 


I 27 


25.3 


40 to ?4.9 


316 


62.9 


'.5 tr. e:9:9 


54 


10.8 


70% or mor^ 


5 


1 .0 




45.5 




r^coMrtiftod 55% or nor* 






Vjr^^P - TEASPOOriS^'OAY 


(n) 


(%) 


1- thnn 3 


78 


15.5 


4 to 9 


169 


33,7 


in to 14 


101 


20. 1 


n or inor« 


1 54 


30.7 


Avfjr^9^ t. siig^r/dmy 


13.6 





1 2-2:-i??-? 

P^rc«nt Oistn^utton 
0--- 1 0 20 30 49 50 iO 



S « > « ! ■ 






1 4 \ « • • 








' • ^ ^ 










! * # I « ' 







Perc«nt Oixt" ihut ion 

0 — -10 20 30 40 50- 

»4> ; • ; J ; 

; ; ■ • 



P^r c*»nt Olstr ihiit <or 
-10 20 30 AO 5c- 



; % • t t 












!> : : : 





P«rc«nt Ofstr Ibut 10P 
0 10 2C 30 50- 

:•«»«> : ; ; ; 



P«rctnt Distribution 
0 10 20 30 4 0 50 60 



ERIC 



100 



97 



»IUr!?ITlOri SUMMARY 



Ft3l=P 'GM) (n) 
Lc^K than $ "140 

ft to 1 1 .9 190 

1? tA l^.A 70 

16 or noro 93 

Awornqe <ib«r <nt.ik«? 12.6 
Rccommftud 12* 9m/d«y 

niETARY CHOLESTr.ROL (MQ) (n) 

Icnf. thnn 100 25 

ion to 7.39 192 

nno to 499 174 

500 or mora 111 

Avnr-iQ* Choi. <nt»l.'« 403.4 
R#^. H«n C300i Vom«n <250 

PF.FUIPO CAL. - ft OF TOTAL (n) 

L*'?: thTtn 10 97 

10 to 19.9 136 

20 to 29.9 116 

30 to 39.9 94 

to or more 59 

Avor^a^ Rof<n*»d C« 1 . 23.0 
Recomnond less th«n 207 

EAT BREAKFAST ..." ( „ ) 

No rctsponse 11 

Nonrly <v<*ry diy 336 

OccaKionKlly 86 

Saldom «i«t breakfast 69 



P^rc*nt Oisti >but inrt 

(%) 0---10 — 2o---3o---4o---r^o — 

27. 9 : 4 V <i y ! ; < • 

37.8 j« \ ; ■ , 

15,7 ; ; : ; 

18.5 :««««««««>; ; ; ; • 



P«rc«nt Distr ibut '.on 
<%> 0 10 20 30 40 



5.0 


*> : : i 




38.2 






34.7 






22 . 1 







Percent Distribution 

<%) 0---10 — 2c — 30 — -30 — ^e- -f':- 



19.3 


; 




27 . 1 






23. 1 






18.7 






1 1 .8 


1 « v I « « > ; : 





P«rc«nt 0<str<butio« 
(%) 0 10 20 30 40 SO --6C 

2.2 :>;::::; 

66.9 : « 

17.1 '.««««««««> ^: : : ; ; 

13.7 ! I ! : 



SNACK OETVEEN MEALS... (n) 

No r4»spons« 16 

N4i9rly *vory d«y 105 

Occa^fonKlly 232 

Ssldom ««t sn«cks 149 

tJSC OF nK)LE GRAINS... (n) 

No r#sronK» 17 

MOiHy r<^f1n«d qr'%<nx 73 

fSoiB* i-holo prn<n» 117 

Ho^fly or «11 wh 9r«1ns 295 



P«rc«nt Olstribution 
(%) 0 10 20 30 40 50 

- 3 . 2 : « > ; ; : : : • 

20.9 J ; . 

29.7 • " ; 



P^rcvnt Distribution 
(%) 0 10 20 30 50 6t 

3.4 :•>:::;:• 
14.5 :«««««f> : : . . 

25.? : ♦ ; 

58.8 



98 



"ACF.T. 3UHHARV 



^ArCTi 5C0:?G 10-50) 
V«» r y 1 o««« 

Av<T nq/' 

I ' f ! \f^r{ 

P*.ir ^>4iti<«n*1 nroi * of 40* 

Mo *««ron«r 
'^•I'Jcm Avir w«ir 9,8, 
r »on.i 1 1 y 

/> 1 1 of ( » into 



Or?IMI'niG AHO DRIVING 
Mo f'^onse 

Gvon :iftcr »nany drinks 
Af t er a law dr inks 
Pir I* 1 y 

rifv^r drink ind driv» 
H<lvAr drink 



NO. ALCOHOLIC ORINKS/WK 
Ho rri;rnn^r 
Hon* 
1 ^ 
5 TO 9 
10 TO 19. 
20 TO 29 
'!tt oi* more 

Av.«i io» .Jr ink-^/wk 

I'f» command loss than G/wk 



0 

fin 
212 
204 



0.0 
1 . T 
15.9 
4^.2 
40.6 



36.6 




(n> 


<%) 


19 


3.8 


76 


1*5.5 


72 


14.3 


103 


20.5 


230 


45.8 


( n> 


(%} 


87 


17,3 


8 


1 ,6 


SO 


10,0 


105 


20,9 


154 


30. 7 


98 


19,5 


( n > 


(%) 


148 


29. 5 


96 


19, 1 


133 


26,5 


69 


13.7 


34 


6.8 


16 


3.2 


6 


1.2 



0---lo---20---30---40---r£---;,C 



0-- - in 7.0 30 79, 



P«rc«nt Oistr ibut »."«n 
0 10 20 30 40 '"C 

: > : 



P«rc«nt Distribution 
0---10---20---30 40---5C' 

! »*>^ 

:*> 

:> 



7,3 



ERLC 



1^2 



99 



'".PI P 5:?PAST E\AM 

rrir»*<-o% monthly 

P^com'n«n'i monthly SBE 



'"iFT RP^UI.AP PAP SMEAR 
No r^«Pons« 
Y*><i %nnuany 

•very 2 yrs 
NOt not regularly 
tlo, ut«ru5 r«inov«.d 

R>>commond ov^ry 2 y««r« 



Pffrc«nt Otflributioo 



(n ) 


(%) 


0 10 20 30 -aO 




103 


38.3 




• 


137 


SO. 9 






29 


1 Oi 8 


S • ! . 

! } ; ; ;-- 








P^rcvnt Oiitribution 




<n) 


<%) 


0 10 20 30 40 50-- 


-60 


19 


7. 1 


} : : 1 


: 


112 


41 .6 




: 


55 


20.4 




; 


23 


8.6 


!••«>; i ; I : 




60 


22 .3 







ERIC 



1()3 



100 



UCIJ fir^S ATTtTUOE SUIthJARY 



ATTITUDE TOWAPOS WFJ.UlESS 
Low <nt<sr«st (0-41 > 
Growing <ntir«st (42-55 
UiQh <nt«»r«»>it (SG-61) 

Av^r w«l 1 . At t U . scor« 

n<(Coninnn<i f:Gor(t of 5&* 

MFALTIIFUL UXFESTYLG IS... 
Or^b & uninteresting 
No* %ur<< 

Tun '\nd rwnrding 

Av^r^g<» vcor Q (3-15) ' 
IdpRl icore 15 

Ht.TH PRIM. OETERM. BY... 
Her cd 1 1 y/me d Ici 1 cir« 
Not %ur^ 

Choice of l<f^ityl*» 

Av'^r.io* %coro (3-15) 
Id^nl icore 15 

WlLL,tHGnESS TO CHANGF.. . . 
Not very Hl'.«ly 
Hot sure 
V<»ry 11li#jly 

Av^r*3#^ tcor* (3-15) 
'doal 5C0r* 15 

riMT^I.OYRP-'C HEALTH CONCERN 
No» very concerntrd 
Mot "turo 
Vory frtnc^tr i\f*<i 

Avrtrig.^ %cor» (2-10) 
J-V'^'trrimond eror<» of 

•IrtW I U^^G ML INSURANCE 
nil ruin^ I 
tiA npinion 

' ••«'f" 'Inimx to minimum 
A«*<»ri«3^ ^cor'^ (1-5) 



(n) 

12 
146 
344 

58. 1 



(n) 

22 
190 
290 

11.7 



(n) 

1 1 
173 
318 



(n) 

1 1 
152 
339 



(n> 

2e 

135 

339 

9. 1 



(n) 

51 

65 

3ef 



P*fl« - 11 

Percent Dittr ^^u^ i^>>^ 
(%) 0---10---20 30---.40---50-.-fC 



29. 1 
68.5 



67. 5 



P^rcint Olitr ibut *o.T 
(%) 0---10- — 20 30— -40- — 50--- 5^ 

4.4 :#> : : . . . 

37.8 >««••«••««»«••• f • 

57.8 :««*«»f«««««««1i»«««TVXVtV*<t't 



Percent Olitnbutien 
(X^ 0— -10 — 20---3^0---40---50---6 

34.5 i,N ! 

63.3 



Percent 0 1 s t r i bu t Km^ 
(%^ 0---10---20---30- — 40- — 50---6 

30.3 • 
67,5 



Percent Olitributicii 

Z^l ?*">'?""'^? 30- --40— -50-- -< 

26.9 ; . . 



Percent Olitrlbut-on 

(%) 0--10-— 20— -30---40--50 — R 
10.^ :ii«l«ii> ; . . 

i?'9 . . . 

76.9 M« « 1 » V ««« 4 « 



ERIC 



104 



101 



WCI.LU^SS ATTITUDE SUMriARY 



;M mSUR. roST COMTAIti. 
Ill ini^ur r4fund hclrful 
No opinion 

Ml insur rt^unO no h*lp 

AvAr'%g« %cori (1-5) 
|flr«*l %corr 5 



Ptflt - s: 

P^rctnt OlttributiO'^ 

(n) (%) 0---10 20 30 40 

176 35.1 :»«»««•»••«». N X 

1<6 29,1 

180 35,9 > I I 



im/VLTH PRACTICES SUMMARf 



llCAlTfl PRACTICES SCOPE 

On^ 

Thr <s« 
'"our 

<?Ti«<jn 

Prcommend vcore of 6* 

Av«riQ« pfir^on yr% loit 
Total Person irr« lo»l 



<n) 


(%» 


0 


0,0 


2 


0,4 


29 


9,8 


80 


13,9 


1 48 


29,3 


142 


28,3 


85 


16,9 


16 


3,2 



3,8 
1882,7 



P^rctnt Olitrlbution 
0 10 20 30 40 rO- 

:> ! : 
i> : : 
:••> : t 

!«««««««> ; 
: • « • • a « « « « a r ( 



-AC 



: «««««««> 



nai«d On ihm 7 Good Health 
PthcIIcpx and LonOevity Study, 
M^alth Practices score is th« 
number of nood haalth Practices 
currontly being followed. 



QV-RAU. WHU.HESS SCORH („> 

V*ry loM (0-19) 28 

• ow f 20-19 ) 2 

Av, r »o« I 40- 59 > 217 

Ooo/I 160-79) 230 

P'ccllent (80-100) 3 

\>« M .v^iipif,^ ^CAr') 17,3 
' A«< « .**»i/tnd xcor<^ of f>0* 



Percent Distribution 
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HOTEL SENATOR BUItOINQ • n2U STREET • SUITE 410 • SACRAMENTO, CALIFORNIA flsau • 916 U^^U^4 

A Study of Coronary Artery Bypass Pstisnts 
Conparing Those Who Bsvs XecslTsd Csrdisc 
Xehabllitstlon SsrTicss to Thoss Who BsTe 

Not. 

The California Association of Rehsbi litstion Fscilities 
(Cal-ARP) conducted s study of coronsry artery bypsss pstients 
in 1987. 10 hospitals statewide particlpsted in collecting 
data on patients who had undergone coronsry artery bypass 
surgery in 1985. Hsdicsl charts of pstisnts were reviewed 
through cardiology prsctices in the geographic area of each 
hospital. Inforoation was collected on a nunber of variables 
for a 12 nonth post surgery period* noted on data collection 
foras and submitteb «^ the Cal-ARF office for cospllation «nd 
analysis. 

All patients included in the study set the following criteriai 

1) had coronary artery bypaaa aurgery in 1985 

2) were under €5 yeara of ag« at time of 
aurgery 

3) wore non-amokera (at leaat since tine of 
aurgery) 

4) wore not diabetic 

5) wore not self-pay (i.e.# all covered under 
sone inaurance progran* public or private) 

The control group of €5 patienta aet all of the above 
criteria. The average age of the control group patients waa 
54.8 years. 84.6% of patienta in thia group were covered by 
private insurance, 9.2% by Medicare* 4.6« by Hedi-Cal and 1.6« 
by wor)cer'8 compensation. 

The Cardiac rehab study group of 80 patients net all of 
the above criteria and participated in an outpatient cardiac 
rehabilitation program. The average age of the cardiac rehsb 
study group patient was 54.9 years. 88.75t of patients in 
this grojp were covered by private insurance* 11.25t were 
covered by Medicare and there were no Medi-Cal patients since 
this is currently not a covered benefit. 

The following is a comparison of the control group and 
the cardiac rehAb &tudy group on the variables tested. 

1. COROHARy RKLATXD 8MERCEMCY ROOM VISITS IN 12 
MOHTU POST SORCBRy PBJUOD. 

Tbe control groap had significantly 
Moro (p<.025) emergency rooM visits than the 
CArdiac rehab, study group. 

12 out of 65 patients or 20% of t?ie contro 1 

? roup used hospital emergency room aervices 
Tot the 12 went more than once). 
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9 out of 80 patients or 11% of the cardiac 
rehab study group used hospital ecicrgcncy 
room services (none of the 9 went more than 
once ) • 

2« CORONAHY RELATED RBBOSFITALIZATIONS IN 12 
MONTH POST SURGKRY PERIOD. 

The control gronp had ligQif icantly sore 
(p<.02S) rehospitalizations than the cardiac 
rehab study gronp. 

15 out of 65 patients or 23% of the control 
group required rehonpitalization. 

8 out of 80 patients or 10% of the ca rd la c 
rehab study group required rohospitalization. 

3. OPFICE VISITS TO A CARDIOLOGIST IN 12 KONTH 
POST SURGERY PERIOD. 

The control group had significantly leore 
(p<.005) office visits than the cardiac 
rehab, study group. 

Patients in the contro l group averaged 5.2S 
visits to their cardiologist in the 12 month 
post surgery period. 

Patients in the cardiac rehab study group 
av eraged 3.95 v isits to their cardiologist 
Tn the 12 montfT post surgery period. 

4. NUMBER OP DIAGNOSTIC PROCEDURES IN 12 MONTH 
SURGERY PERIOD. 

This is one area where there was little 
variation between the control group and the 
cardiac rehab study group. 

Patients in the control group averaged 1^6 
procedures and patients in the cardiac rehab 
study group averaged 1.8 procedures . 



5. USB OP CORONARY RELATED MEDICATIONS AT 2 
MONTHS POST SURGERY AND 12 MONTHS POST 
SURGERY. 

AVE, t MEDS AT 2 MOS- POST-CARDXAC SURGERY 
Control Study 
• (%J » (%) 



3 or more 



22 


(33.8%) 


55 


(69%) 


43 


(66.2%) 


22 


(27%) 



The control group was taking significantly sore 
(p<.001) Medications at 2 Bontbs post cardiac 
surgery than the cardiac rebab stndy group. 

(•may not add up to 100% due to several no 
responses ) 
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AVERAGE I HKDS A T 17 MPS, POST-CARDTAr <:»nrrnv 
Control study 



^ ^C^'CJ^ 28 (43%) 65 (81%) 

3 or 33 (SXl) X2 (is%) 

-ore ip<.ooij «cdicjstion» at 12 Month nn«f 
9%'oupr ""'"^ crdi.c "h°b\K 

In summary, this study points to reduced utilization of other 
medical services by patients who have participated in outpatient 
cardiac rehabilitation programs. These findings are consistent with 
nationwide literature substantiating the benefits of cardiac 
rehabilitation services. 

Currently, outpatient cardiac rehabilitation services are covered 
by Medicare and most major private insurers. The Hedi-Cal program 
does not offer this service to medically eligible beneficiaries. This 
study provides hard California data to support the cost benefits of 
these services to the Medi-Cal program. A more detailed fiscal 
accounting will be forthcoming. 



Contact Person: 

Rhea Orunner 
Cal-ARF Advocate 
916-441-5844 



^TEz The results of this study were analvzed using -Simple staf 
itoftware package Cor spread sheets (1987 Copyright, B.R. Forer, 
Ph.D. ) • 
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Cal-ARF Completes Study of Cardiac Rehabilitation 



Last year. Governor George DeokmejTan vetoed 
fegislallon which would have added outpatient car- 
diac rehabilitation services to the list of Medi-Cal 
benefits. Currentty. Medicare and most major private 
insurers cover outpatient cardiac rehabilitation to- 




Assemblyman John Vasconcetlos 
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patients who meet spccrfJed criteria Cal-ARF is pur- 
suing this legislation again in the form of AB 349, 
authored by John Vasconcelios (0-San Jose). 

The Oeukmejian Administration is again opposed 
to this measure. They are not convinced that cardiac 
rehabilitation services are cost effective. In meetings 
with the AdministraUon, DHS chaOenged Cal-ARF to 
show hard data supporting the cost benefrt of outpa- 
tient cardiac rehabtlttatioa 

In response to this challenge, Cal-ARF surveyed 
15 facilities statewide to compare individuals who 
have received cardiac r«hai^litation (study group) 
with those who have not (control group). There were 
a total of 80 patients In the study group and 65 in the 
control group. 

All patients in the study: 1) underwent coronary 
artery bypass surgery during 1985; 2) vwe undor 65 
years of age at the time of surgery; wore non- 
smokers, at least since surgery; and 4) were non» 
diabetia The study group differed from the control 
group tTy completing a cardiac rehabilitation pro- 
gram as defined under Medicare guidelines. 

The focus of the study was to compare the differ- 
ences between the two groups in a 12 month post- 
surgical period in a number of areas, including i) the 
number of coronary related emergency room visits; 
2) the number of coronary related hospitaliiations; 3) 
the numl>er ,ef phone calls and offcc visits to the 
cardiologist 4) the number of coronary diagnostic 
procedures: and 5) the use of coronary related medi- 



cations over a 12 month period 

The data are currently being analyzed. Once 
analysis is completed, a report will be prepared. P 
limina^ findings are extremely promissing fn aim 
eve7 catego7, the patients who have not receix 
cardiac rehabilitation services are heavier users 
other medical services. For example, the data sho 

• Patients in the control group were almost th. 
times more likely to seek emergency room ass 
tance ttian patients in the cardiac rehab study gro 

• Patients in the control group were M leactt 
times more likely to require re-hospitaliiaiion 
patients in the cardiac rehab study group. 

• Patients in th\ control group made more pho 
calls and ofTica visits to their cardiologist than t 
cardiac rehab study group. 

• Patients :n the control group showed a sign 
cantly greater reCance on coronary related medic 
tions than patients in the cardiac rehab study groi 
At 12 months post surgery. 81 percent of the carH 
rehab study group took less than three coron; 
related medications. In contrast, only 43 percent 
the control group took less than three coron; 
related medications. This is perhaps the most slgm 
cant finding. 

The preliminary findings appear to substantiate V 
premise that cardiac rehabilitation services are cc 
effective. Hopefully, this data will prove useful 
seeking the passage of AB 349. which would requt 
Medi.Cal coverage of cardiac rehabilitation. 



o 



109 



106 



STATEMENT OF ELLIOTT PALEVSKY, M.A., EXECUTIVE 
DIRECTOR, RIVER GARDEN HEBREW HOME, JACKSONVILLE, FL 

Mr. Palevsky. Thank you. Senators, for the opportunity to 
appear before you and eiyoy the crucial discussion. 

My testimony is really based upon observation of twenty years in 
geriatric programming, the last ten of which have been at the 
River Garden Hebrew Home in Jacksonville, FL, in long-term care 
at a rehab center. 

Also, thanks to a former Governor's appointment, to say that we 
wait too long to make available reasonable support and assistance 
in helping to cope with the problems that arise in old age is no rev- 
elation, it has been spoken about. Medicare and Medicaid Pro- 
grams originally intended to assure access to acute medical care for 
the elderly and poor, but they have become the only universal gate 
place into a disjoinced care system for the aged. 

Medicare provides coverage for physicians, hospitals, and limited 
rehab care. Medicaid provides long-term care services for the poor 
and, more importantly, for the middle class, once their limited pri- 
vate means have been exhausted. 

Yet the key to all these services, to opening the door to this dis- 
jointed system, is a medical crisis or a functional crisis in the daily 
life world that it has become so severe that it requires medical re- 
sponse. Once this access has been achieved via this crisis— if I may 
a costly crisis— a host of all kinds of other services might become 
available but only as ancillary elements responding to the driving 
medical problem. By this time, the individual in relation to his or 
her life world may have become so compromised that no realistic 
return is likely. 

The informal care and support system which provides upwards of 
70 percent of all long-term care services in this country, at no reim- 
bursement, but that informal support system may have been taxed 
and broken beyond the point of reconstitution. Because programs 
of support and assist tend to focus on the individual's needs and 
the individual's assets, they also inadvertently distance that indi- 
vidual from the very informal care support system which might be 
sustaining. 

With some bolstering, that informal support system might still 
have been able to sustain, rather than wait for the medical crisis. 
We need to model a system of overlay services responding as the 
simple problems arise, without the need for medical presentation, 
allowing people to age in place with social connectedness, whether 
they are living alone or with spouse or with children or in a retire- 
ment residence. 

We need to stop thinking about shifting people into boxes where 
they need a particular kind of service or a particular kind of pros- 
thetic support. We need to look at a coordinated range of overlay 
services. For some folks, finance is not a problem. It is the avail- 
ability of a rational range of services. For other folks, finances are 
a problem, and one can think about a model which funnels Medi- 
care and Medicaid funds on top of what their means are, not 
asking them to divest themselves, as those needs arise. 

At River Garden, that is exactly how we provide the long-term 
care and short-term care. We don't follow the logic of disjointed 
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programs; we put all sources of funds into one funnel. We then al- 
locate it out based upon the needs of the clients, whether they are 
privately paying or whether they are publicly sponsored and subsi- 
dized by the community. 

The River Garden Home is also right now at the beginning point 
of modeling this kind of overlay system for the development of a 
campus with radiating sei*vices out to the community. It will con- 
tain the long-term care center, the health center, an Alzheimer's 
center, a short-term rehab center, housing for aging in place — 
meaning services as you need— but not court-assisted living, and 
outpatient services or family care support services, either on a self- 
managed basis or on a case-managed basis. 

One of the things we are proud of is that we are going to again 
be combining service to the middle class and well-to-do, at the same 
time as we will be serving the economically disadvantaged and dis- 
enfranchised population, both at the same level, by not following 
the logics of disjointed program reversement systems, but by using 
the funnel effect and allocating out rationally over a range of 
needs. 

I think it is an interesting model to look to, and I think that that 
kind of coordinated range are the things that were spoken about 
the first panel. 

Now, even under Medicare, part A, there are some programs now 
that would cause the rehabilitation of older people. River Garden 
serves approximately 250 rehabilitation clients a year presently, 
some 85 percent of whom return to their former mode of living, 
after a length of stay of less than one month. This, however, ap- 
pears to be the exception. 

Our programs are staffed by a full rehab team, OT, speech, PT; 
we have our own medical staff. We look for people with good rehab 
potential and a support system so that they may benefit from this 
unique program, and it is offered in a very separate part by a sepa- 
rate logic of our agency. 

Most post-hospital skilled nursing care is given by proprietary 
long-term care providers where the operating imperative is to keep 
beds filled. Relatively rapid turnover and discharge serve this pur- 
pose. Conversion to long-term care is often the path of least resist- 
ance on the part of all involved, and it also serves the financial in- 
terests of the average provider. The outcome appears to be normal, 
given the present sensibilities of our society. 

This 85-year-old person has suffered a stroke, has become inca- 
pacitated, and now must spend the rest of his or her life in long- 
term care. It need not necessarily be so. 

Most providers rendering services under Medicare A do not have 
the in-house rehab capacity, in addition to which, under cost con- 
tainment, they are pressed by the fiscal intermediaries for the uti- 
lization review process such that, in order to provide the person 
with the right lands of support and assist, one nas to spend hours 
justifying the rehab stay. 

Unless we are willing to invest in that kind of nonproductive 
time in order to save a person, the path of least resistance is to say 
forget it, and let the person convert into long-term care. Even if 
that rehab has been successful and we are about to discharge a 
person to home, we are discharging them with a ventilator. Medi- 
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care might pay $150 a day, $55,000 a year for the use of the venti- 
lator; but if they need a knife and fork adoptive eating device so 
they can eat without assistance, or a buttoning device so that they 
can dress themselves, or a back-scrubbing device so that they can 
bathe themselves— all those things in total may cost $25— there is 
no reimbursement available for that. 

I am sorry to say that, with some folks, that $25 is impossible 
after a significant hospitalization and rehab stay. 

And so, for want of that, we compromise the possibility of contin- 
ued wellness. My friends at ZNA tell me the same thing is true in 
home health care. You can build a wheelchair rack, but you can't 
get a doorknob to work for an arthritic hand; and that again makes 
the situation untenable. 

I think we need to rethink the entire system so that it is not dis- 
jointed, so that it doesn't Jo what our tax system used to do and 
probably still does, which is, yes, do unproductive things based 
upon reimbursement implications. We need to look tov/ards what 
the first panel spoke of. 

While we are doing that, we need to eliminate these anomalies 
m the system that we presently have, so that those things that can 
work do work. You know, there is the old refrain: 

For want of a nail, a shoe was lost; for want of a shoe, a horse was lost; for want 
of a horse, a rider was lost; for want of a rider, a battle was lost; for want of a 
battle, a war was lost; for want of a war, a kingdom was lost. 

And that is what we are really facing here. 

For us, the fiscal kingdom is budgetary manageability. The social 
kingdom is a humane, decent society. And the personal kingdom is 
what value do we place on an individual? 

Unless we can rationalize the thing based upon our most basic 
human values, we are never going to solve the problem on human 
terms, and we are never going to solve the problem on fiscal terms. 
Thank you. 

[Applause.] 

Senator Mitchell. Thank you. 

[The prepared statement of Mr. Palevsky follows:] 
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TESTIMONY BEFORE SEHATB PIHANCE COHKITTEE HEARING 
ON HEALTH PROMOTION FOR OLDER PEOPLE 

Thank you for the opportunity to appear before you and join 
this crucial discussion. 

I presently serve as the Executive Director of the River 
Garden Hebrew Home for the Aged in Jacksonville, Florida, a 
private, philanthropic, long-tem care and rehabilitation agency 
accredited by the Joint Commis^^ion on Accreditation of Hospitals 
and sponsored by the organized Jewish cosinunity of Jacksonville. 
Hy observations are based upon twenty years of involvement in 
geriatric programs, the last nine of which have been at River 
Garden. 

To say that we wait too long to make available reasonable 
support and assists in helping cope with the problems that arise 
in old age is no great revelation. The Medicare and Medicaid 
programs, while initially intended to assure access to medical 
care for the elderly and poor, have become the only universal 
gateways into a disjointed care system for the aged. Medicare 
provides coverage for physicians, hospitals, and limited 
rehabilitation services. Medicaid provides long-term care 
services for the poor and the middle class, once limited private 
means have been exhausted. 

The key opening the door to this disjointed system is a 
medical crisis or a functional crisis in the daily life world 
which has become so severe that it requires medical response. 
Once access has been achieved via this crisis, a host of other 
services might become available, but only as ancillary elements 
responding to the driving medical problem. By this time, the 
individual in relation to his or her life-world may have become 
so compromised that no realistic return is likely. The informal 
care and support system (which provides upwards of seventy per 
cent of all long-term care services) may have been taxed and 
broken beyond the point of reconstitution. Because programs of 
support and assist tend to focus on the individual's needs and 
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assets, they also inadvertently distance that individual from the 
informal care system which might, with some bolstering, have the 
capacity to sustain. 

Rather than wait for the medical crises, we need to model a 
system of overlay services responding as the simple problems 
arise, allowing people to age in place, whether they are living 
alone with their spouses, children, or in retirement 
residencies, we also need to view the aged person in the context 
of the informal care system as the "client unit.** For some the 
comldination of assets available within the informal support 
system would be sufficient to meet needs were a coordinated range 
of overlay services available. We need to stimulate the 
establishment of such a range with rational access. For others 
there will come a point of financial insufficiency in the face of 
needs. An appropriate response mechanism could be a combination 
of Medicare and Medicaid funds to supplement private means on a 
sliding scale or matching basis over a coordinated range of 
services through a social HMO model. 

Under Medicare Part A there is a program which is intended 
to give the older person the opportunity to receive skilled 
rehabilitative care after hoi.5italizatlon for trauma, heart 
problems, strokes, fractures, and the like. The goal of care 
is discharge to the community* However, even here program 
mechanisms thwart program purposes. 

River Garden serves approximately 250 rehabilitation clients 
a year, some 85% of whom return to their former mode of living 
after a length of stay of less than one month. This, however, 
appears to be the exception, our programs are staffed by a full 
rehab team and our goal is discharge, we look for people with 
good rehab potential and a support system so that they may 
benefit from this unique program. it is offered in a separate 
portion of our facility and is guided by a distinct operating and 
care philosophy. 
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Most post-hospital skilled nursing care is given by 
proprietary long-term care providers where the operating 
imperative is to keep beds filled • Relatively rapid turnover 
and discharge can subvert this purpose. Conversion into long- 
term care is ofter the path of least resistance on the part of 
all involved and also serves the financial interests of the 
average provider. The outcome appears to be normal, given the 
present sensibilities of our society. This 85-year-old person 
has suffered a stroke, has become incapacitated, and now must 
spend the rest of his or her days receiving long-term care. It 
need not necessarily be so. 

Most providers rendering service under Medicare A do not 
have in-house rehabilitation and medical stafC so that the rehab 
component is essentially plugged into the long-term care program 
by a non-coordinated set of outside providers. This, too, 
mitigates against successful rehabilitation. 

For some with true rehabilitation potential, there is 
pressure by the fiscal intermediaries to discharge as soon as 
possible through the utilization review process. Yet in the 
geriatric care client, progress is often slow, with intermediate 
plateaus of stasis. For those who are ••discharged" into long 
tern care, the absence of Medicare coverage may have only 
financial implications. For those prematurely discharged home, 
the denial of such coverage may result in a person who is doomed 
to failure. At River Garden we do battle with the fiscal 
intermediaries on behalf of such clients. After a tortuous 
process we often prevail. In the meantime, we are financially 
exposed and nuch precious time and energy is expended. The path 
of least resistance would be to discharge prematurely. 

For some without complimentary coverage, the $67.50 co-pay 
after the 20th day of Medicare coverage in the skilled nursing 
facility is beyond their means. Thus, the conversion to long- 
term care under Medicaid becomes the path of least financial 
resistance. 
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Even in instances of full rehabilitation, program gaps often 
thwart successful reintegration into non-institutional living. 
Medicare will pay upwards of $150 per day or, let's say, $55,000 
per year for rental of an in-home ventilator. Yet it will not 
pay a one-time cost of $10 for an adaptive eating device which 
would obviate the need for feeding assist or a $5 device to 
assist with self-bathing, or a $3 device to help self-dress, I 
am sorry to say that, in our land, there are many for whom the 
100 or 50 or 25 dollars for such adaptive devices is a burden too 
great to bear after a lengthy medical crisis. These devices are 
not there, the informal care system breaks, and the person is 
forced to call upon institutional care. My friends and 
colleagues at the Visiting Nurse Association describe similar 
situations in home care. They can get funds for a wheelchair 
ramp; they can get funds for sophisticated medical equipment 
within the home, but not for doorknobs usable by a severe 
arthritic. 

Our entire system, or non-system, of services to the aged 
requires some fundamental re-thinking and reconstitution. In the 
meantime, as we are engaged in this process, we can try to 
rationalize those parts of our system which might be made to work 
effectively with some minor adjustments. 

We are all familiar with the oft-quoted refrain: 

For want of a nail a shoe was lost; 

For want of a shoe a horse was lost; 

For want of a horse a rider was lost; 

For want of a rider a battle was lost; 

For want of a battle a war was lost; 

For want of a war a kingdom was lost. 



In our case, the fiscal kingdom is a manageable budget. The 
social kingdom is our claim to being a decent and humane society. 
The individual kingdom is the intrinsic value of a human being. 
Let's fashion the nails and not; lose the kingdoms. 
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Senator Mitchell. Senator Graham. 

Senator Graham. Elliott, if I could pursue your very excellent 
statement, from your experience you have underscored the fact 
that we tend to respond to an incentive structure— and especially 
an economic incentive structure. What recommendations would 
you make for changes in Federal Medicare or other policies that 
would move us away from this disjointed system that you have de- 
scribed and lead it towards a more holostic approach? 

Mr. Palevsky. I would certainly look to try to establish a model 
of budgeting, such as in social HMO programs, which allow for a 
whole host of nonclinical services to be put into place before there 
is a medical crisis. I would look towards providing incentives for 
developers because we are a private entrepreneurial society to put 
service centers next to senior citizen housmg where a host of serv- 
ices could be available. 

I would look to providing tax benefits to those kinds of develop- 
ers who coordinate with the ability to provide services, both the 
nonclinical and the clinical. 

I would look towards providing an incentive for those rehab fa- 
cilities that really do their job and baffle the— and get folks back 
into the community, and then look for a way of providing some af- 
tercare so that the thing doesn't fall apart in the first critical 2 or 
3 weeks. 

As was said before, we do it— those of us who care. Nobody pays 
for it, and we are in the minority. If we are going to do this as a 
national model, we have got to provide those kinds of incentives. 

More importantly, it is not such a crazy thing to do. Senators. If 
someone were to sit down, the way someone sits down with the Old 
and New Testaments— a testament for us to codify into the codex— 
if someone were to sit down with all the programs that we pitch on 
wellness and senior services and looked at what was possible and 
looked at the other parts, and looked at where the continuities 
worked, and tried to create a more seamless system so the left 
hand was not hiding the right hand— let alone not knowing what it 
was doing— then one could begin to approach a rationalization of 
present programs, while we are rethinking the whole situation. 

Could I add just a little thing, based upon what you were saying 
about FPL? You know, in the Scandinavian countries, they have 
postman chocking on wellness. They also have postmen delivering 
groceries to people who are isolates and shutins. We tend not to 
think about what network systems are out there that we can add 
onto along this continuum. That is another thing we need to stimu- 
late. 

Senator Mitchell. Thank you very much. 

Senator Graham. I would like to ask Ms. Macaulay a question. 
FP&L, in addition to its services for its customers, also is a very 
m^jor employer. Have you had any experience within your own 
employee group in terms of what programs help to prepare people 
for their senior years and what steps a person who is approaching 
retirement can be encouraged to take in order to enhance their 
chances of having this quality, healthy life after retirement? 

Ms. Macaulay. Yes, Senator. Preretirement is a critical issue in 
business. It is very important, and it should start early. We just 
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moved ours back to age 55, and I would like to think that in the 
future It will De a much younger age. 

When it starts at age 80, it is too late. They have already had 
their savings in place and their plans are prettv well set. There 
should be some preretirement, in my opinion, in all companies. As 
the person starts to approach, they need to be prepared for the 
changes that will take place in their lives. Housing— they need to 
be infonned about Social Security; what to expect, what noi to 
expect. Preretirement is important. 

Presently, we have a 2-day preretirement progi-am that includes 
a spouse and the employee and is done off company property so 
they are removed and not interrupted ;;yith the telephones, et cetera. 
Inev can really devote some time to it. 

The second is after retirement. What we found, going back a few 
yeare, was that we retired our employees; and every month, they 
received their check, and that was about it 

That wasn't really sufficient. They were losing contact witli their 
old friends. They had spent a lifetime with some of these people, 
mid they needed to have that contact. So, we initiated what we call 
Retirement Qubs or chapters. We have six now in Florida, and we 
have one in North Carolina because so many of our retirees have 
retired to North Carolina 

And this provides the kind of friendship, comeraderie that is nec- 
essary. Loneliness is a terrible, terrible problem among ^he elderly. 
It must be combatted; and at least one way of doing it— is putting 
you m touch and keeping you in touch with your old friends and 
colleagues. 

Senator Graham. I might say, Mr. Chairman, I had one of my 
workda}^ last year at the Lee Memorial Hospital at The Wellness 
Center. It was an excellent and very insightful look at what a mar- 
riage of a medical center, which is committed to maintenance of 
health, can mean in the quality of life of thost who benefit from it. 

benator Mitchell. May I ask Mr. Meyers: How did the Wellness 
Center do after his day there? [Laughter.] 

Senator Graham. The kind of quantifiable information that you 
provided, I think, is the type of information that the chairman was 
indicating is going to be a critical part of this debate. Have you at- 
tempted to do any longitudinal studies that might indicate taking 
comparable population groups and what might be their health ex- 
perience if there were no intervention? And then, what would be 
their experience with various options, so that we might be able to 
project and present some data as to what the consequences are of 
continuing the status quo and what would be the potentials of 
adopting some of these more assertive and positive policies? 

Mr. Meyers. I think that that is our next step as we evaluate the 
questions that I mentioned. We are in a relativelv infant stage in 
this wellness model whici I presented, and we need to do some 
long-term tracking for v<jars. We are attempting to do that now, 
and we will be expending some efforts towards that. 

The concern in this tvpe of study is the crossover that occurs, 
and this is the same problem that occurred with the national exer- 
cise and heart disease project that was done a number of years ago 
where people who weren't exercising began to exercise, and people 
who were exercising stopped exercising, and as well with the 
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health promotion and the smoking cessation. And you have a cross- 
over from one group to the other; and therefore, when vou treat it 
statistically, it is difficult to identify a specific group that has not 
crossed over. That doesn't mean it can't be done. 

Our goal now is to identify those people who have been in the 
program for 2 years, as our first step; compare them to those 
people who either are not in a program or do not practice a 
healthy lifestyle. 

And I think the second and most important component of this is 
to identify those people who adhere to a program because, as most 
of are aware, to engajge in a lifestyle modification requires com- 
mitment It requires time commitment and financial commitmerat, 
and adherence is what is going to determine whether or not physio- 
logical changes take place and thus the potential savings of money 
towards acute care medicine. 

So, there is a very complex question that needs to be answered, 
but I feel that those of us in the health care industry need to ad- 
dress that as we work together with you as policy-makers to try 
and come to an understanding. 

Senator Mitchell. Thank you. Senator Graham. I appreciate all 
your testimony. Mr. Meyers, I was very much interested in your 
testimony, and I noticed in reviewing material in preparation for 
this hearing that you have written a good deal. You are the author 
of numerous articles. I would like to ask you to submit any others 
which bear on this point. Then, I would like to ask you to restate 
the four questions which you very concisely and, I think, in excel- 
lent summary fashion presented? And then if you would take a 
crack at answering them briefly? 

Mr. Meyers. The questions are always easier than the answers. 

Senator Mitchell. Yes, that is right. 

Mr. Meyers. If we look at the first question: Does the practice of 
a healthy lifestyle reduce the use of Medicare dollars for this popu- 
lation? The best way that I can answer that is that if we look at 
what employers have done— and I mentioned New York Telephone 
and several others— if we equate Medicare to the employer, and we 
equate the Medicare recipient to the employee, we have found in 
the employment situation that there is a savings in health care dol- 
lars. And I brought this book along, and I would like to give it to 
you to review because it has all the references in it on this issue. 

Senator Mitchell. Is the rest of my visit to Florida now to be 
taken up with this? [Laughter.] 

Mr. Meyers. If you have insomnia. [Laughter.] 

But what we are looking at here is: What is the actual cost 
savings? And the way to ao that is to look at the claims, as I 
mentioned earlier. So, that is a very challenging question, and it will 
probably take 2 to 3— maybe 10— years to answer that question in a 
dollars and cents standpoint that can be treated statistically. 

The second question is: If some third party carriers were to help 
pay for preventative health programs, would it motivate those who 
do not practice a healthy lifestyle? I would guess from reviewing 
this data that these people— 35 percent— felt that it would not. 
They felt that wellness and preventative care are a self-responsibil- 
ity; and I think we need to look at that. What is the self-responsi- 
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bility for the American public, and what is a responsibility for us 
to supply some financial aid or intervention? 

So, that is depending upon the lifestyle of these people and their 
philosophy of health. If we attempt to intervene earlier in life, I 
feel that we can have a value system where people feel that it is 
important enough to make the commitment, both financially and 
timewise. 

The third question: What is the actual financial return for every 
dollar spent on preventative care? I attempted to look at that from 
a hypothesis standpoint; and if we look at what we reduce in Medi- 
care spendmg for acute hospitalization, we can then answer that 
question. Another example is that a 1-day stay in a coronary care 
unit is approximately 2Vz times a 1-year membership at one of 
these types of facilities; but again, we have to look at that, that the 
membership means they have to participate to make the changes 
that are p^^eded to be made. 

And finally: Should health insurance premiums be set according 
to the lifeshrle of the individual? Several life insurance companies 
have looked at this and have instituted it for smokers and non- 
smokers, exercisers and nonexercisers, etcetera. The biggest chal- 
lenge in this question is to identify those that adhere to a program 
and those that don't. 

There are some companies that will pay employees a certain 
amount of money if they stop smoking; however, they would have 
to test them every 2 weeks for nicotine levels to make sure that 
they are not smoking. So, we have a trust question that needs to be 
addressed there. 

These four questions, I would hope, are some of the future direc- 
tions that need to be addressed. 

Senator Mitchell. They are really very well put, and I chank 
you for your answers. And I thank you very much, Ms. Macaulay 
and Mr. Palevsky for your testimony. 

We will now hear from the final panel, which will include Dr. 
Gary Lyman, Chief of Medical Services, Director of Medical Oncolo- 
gy at the H. Lee Monifit Cancer Center at the University of South 
Florida in Tampa; Dr. Jack Kassan, Medical Director of the 
Broward County MediVan in Fort .l^uderdale; and Sally Kanter- 
Bruin, Palm Beach County Health Task Force at St. Mary's Hospi- 
tal, Mammovan Project in West Palm Beach. 

Senator Graham. Mr. Chairman, before we start, I would like to 
take this opportunity to introduce a group of high school students 
who are visiting us today, a Social Science Class from Miami Beach 
Senior High School. I would ask if you would please stand and be 
recognized? 

[Applause.] 

Senator Mitchell. Welcome. Dr. Lyman. 

STATEMENT OF GARY LYMAN, M.D., M.P.H., CHIEF OF MEDICAL 
SERVICES, DIRECTOR OF MEDICAL ONCOLOGY, H. LEE MONI- 
•PIT CANCER CENTER, UNIVERSITY OF SOUTH FLORIDA, 
TAMPA, FL 

Dr. Lyman. Senators Mitchell and Graham, I appreciate this op- 
portunity to address the issue of risk reduction in the elderly, and I 
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will specifically attempt to address the cost effectiveness of breast 
cancer screening in the elderly. 

I have submitted to the subcommittee a fairly technical docu- 
ment, including some work conducted at the University of South 
Florida, on this issue. My comments here will address the key 
issues and the conclusions that we have come to based on this 
work. 

I would first address the problem^ of breast cancer, which is the 
leading cause of cancer in women in this country, accounting for 
some 27 percent of all cancers, nearly 130,000 cases per year. The 
incidence of breast cancer or its recognition has increased about 10 
percent over the past decade, and this disease kills about 40,000 
women in this country each year. 

Age is a mqjor risk factor for cancer, as I am sure you are aware; 
and in fact, in the State of Florida, it has been estimated that, by 
the^ turn of the century, there will be some 50,000 new cancers in 
individuals aged 65 and older each year. For breast cancer, this 
population, which account for about 15 percent of the population, 
breast cancer in that population accounts for about 50 percent of 
all breast cancers. And in fact, increasing age is the single most 
iniportant risk factor for breast cancer in women in this country. 

Overall, the incidence for breast cancer is about 95 per 100,000, 
but this increases to well over 300 per 100,000 in the over 65 age 
group. What the actual prevalence of the disease at any given time 
is in the population is more difficult to estimate but based on 
recent scientific data, it is estimated that at preclinical phase of 
the disease, where it is detectable on screening but not clinically 
evident— a period of about 2 to 4 years— suggests that the preva- 
lence is approximately two to three times the annual incidence of 
the disease. 

So, it is a major health care problem, particularly among the el- 
derly. The survival of breast cancer of five years is currently about 
75 percent, but approximately one-half of women diagnosed under 
conventional conditions will eventually die of their disease. The 
recent progress that has occurred in the treatment of cancer has 
largely Deen confined to the under-50 age group; and in fact, cancer 
mortality rates have increased over the last three decades among 
those 65 and over especially in Blacks. 

The most important prognostic factor for survival in breast 
cancer in the elderly is the stage of the disease at presentation. 
This is a summary measure of the size of the breast tumor, the in- 
volvement of the lymph nodes in the area of the breast, and wheth- 
er or not there is any local extension or distant metastasis. This 
may range from what we call minimal lesions, where it is very 
small and contained in the breast — a disease that is usually not de- 
tectable clinically, but it can be detected by screening programs— 
and the survival of those patients approaches 100 percent. 

At the other extreme is disease that is widely metastatic or local- 
ly invasive at presentation, and the survival of that group is ex- 
tremely poor. In the 60 to 80 percent that fall in between those ex- 
tremes,^ the involvement of the lymph nodes seems to be the key 
factor, if there is no iymph node involvement, the prognosis is sig- 
nificantly better. The survival in breast cancer patients seems to 
fall with increasing age of diagnosis. 
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In fact, the annual risk of dying of breast cancer is greatest in 
these over the age of 65 and may exceed 5 percent in those 75 and 
older. This appears to be related to two factors. One is that the dis- 
ease appears to be more advanced at the time of presentation, or 
by the time it is diagnosed in the elderly; and at least in some in- 
stitutions, older patients are treated less aggressively at diagnosis, 
independent of any other physiologic conditions. 

Therefore, we have- concluded, based on the observed natural his- 
tory of the disease, the prognostic importance of stage at diagnosis, 
and the availability of effective treatments that early and accurate 
detection of disease is the best opportunity for improving breast 
cancer survival in the elderly today. 

Routinely, outside of screening programs, about 90 percent of 
breast cancers are found by the patient herself; and approximately 
one-half of these will have either lymph node involvement or ex- 
tensive disease at presentation. 

^ Mammography,^ that is low-dose breast x-rays, represents the 
single most sensitive method for detecting breast cancer Garly 
before it has had a chance to spread. Approximaf-'y 80 percent of 
breast cancers detected in screened women are confined to the 
breast at diagnosis, including upwards of one-half with these mini- 
mal lesions associated with excellent prognosis. 

We have specifically addressed the cost effectiveness issue of 
screening programs and addressed in particular the m^'or issues 
that affect cost effectiveness of any screening program. These in- 
clude the test performance characteristics, such as sensitivity and 
specificity; the effectiveness of the program usuallv measured in 
terms of survival or increase in life expectancy; and the cost, both 
!nonetarily and in terms of toxicity or potential risk from the pro- 
gram. 

In terms of test performance, mammography has had a sensitivi- 
ty ranging anywhere from about 70 percent to about 95 percent. Its 
specificity, likewise, has ranged from about 88 percent to about 99 
percent, making it— as screening t^sts go— a relatively sensitive 



Both of these measures, however, zre greater among the elderly 
being screened^ due to physiologic and pathologic considerations. 
The cost efiectiveness of mammography, however, is more closely 
related to a test performance characteristic known as predictive 
value; and this is the probability of having the disease if you have 
a positive test. 

This relates to not only the censitivity and specificity of the test, 
but the prevalence of the disease in the population itself. Since, as 
Wo have stated, the prevalence increases with increasing age and is 
greatest in those over 65, the predictive value of mammography is 
greatest in the elderly age group. 

Second of all, we have addressed the effectiveness; and again, 
this generally relates to survival. There are now several random- 
ized prospective studies, both in this country and in Europe, that 
have demonstrated between a 'SO and 50 percent increase ^n 10-year 
survival — in breast cancer survival — in women undergoing screen- 
ing compared to conventionally managed control groups. 

The cost issue is a more difficult one to get at because we must 
consider the cost of the mammogram itself, which depends u^/On 
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the cost of each procedure, its frequency, any potential risk associ- 
ated with it, the cost of biopsying false positive reports, the cost of 
treating worien with advanced disease at initial presentation, the 
cost of treating recurrent disease if all efforts fail; and it is in this 
context that we have generated a cost effectiveness model to try to 
deal with these issues, particularly in those aged 65 and over. 

I would only mention that the risk based on latest scientific evi- 
dence from radiation exposure of the magnitude we are talking 
about here in this population is virtually nonexistent. 

The introduction of the initial conditions which we used were 
very conservative for studying the application of breast cancer 
screening to the 65 and over U.S. female population. And yet, our 
model suggests that nearly 15,000 additional women would survive 
for 5 years after the diagnosis if they were participating in a 
screening program nationwide during the initial screening, and 
nearly that number on repeated screening. 

This would be achieved, again, based on these very conservative 
cost estimates of about $40 per screenee; but this cost and cost ef- 
fectiveness is very sensitive to the estimates that one utilizes in 
terms of the prevalence of the disease, specificity, and direct cost 
assumptions. 

If we can increase the specificity of the test to 98 or 99 percent, 
which has been shown to be achievable, we can cut the ccst per in- 
dividual lives saved in half. The cost effectiveness actually reaches 
a break-even point with no net increase in cost achieved, despite 
the additional lives saved, at a prevalence of about 1.4 percent, 
which appears to be very close to more recent estimates of the 
prevalence of the disease in the elderly U.S. female population. 

Costs could be further reduced by specific screening protocols, 
and both cost and accessibility could be further enhanced by meas- 
ures such as mobile units, v.-hich I think will be addressed, and pro- 
grams aimed at both patient and physician education. Therefore, at 
more reasonable actual values of prevalent specificity and direct 
cost, the break even point or even cost savings with large-scale 
mammography in the elderly is achievable. 

The additional lives saved and the increase in life expectancy 
could be achieved with little or no net additional cost to the 
system; and even such models do not adjust for improvements in 
quality in life and the indirect costs of breast cancer, which would 
only further enhance the cost effectiveness estimates. 

The only additional considerations that I would mention are that 
recent studies have indicated that only about 15 to 20 percent of 
American women over 50 have ever had a mammogram, and only 
about 16 percent of those 65 and older have ever had a mammo- 
gram. If you keep in mind that most mammograms are ordered for 
specific indications, the percentage of women over 65 in this coun- 
try undergoing routine screening mammography is indeed very 
small. 

The most frequently stated reason for not following current 
breast cancer screening guidelines for annual mammograms over 
the age of 50 is patient expense. We have also identified a problem, 
as have others, of poor compliance in following recommendations of 
the health care profession. 
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Recent data has revealed that about one-half of patients referred 
for mammograms refuse them, and this goes to only about eight 
percent of women who are asymptomatic and referred for routine 
screenmg mammography and have to pay for the procedure who 
will actually go and have the procedure done. 

So, our conclusions are: No. 1, mammography saves lives, and 
this IS clearly demonstrated. No. 2, mammography can be cost ef- 
fectively applied to the population of women aged 65 and over in 
this country. And three, one of the major deterrents to large-scale 
use of mammography is the cost to the individual, man ' of whom 
are on fixed, limited incomes. 

It is essential, therefore, in my opinion that economic barriers to 
effective breast cancer screening in those most severely affected— 
that IS, the elderly— be removed. 

Ka^°^ Mitchell. Thank you very much. Dr. Lyman. Dr. 
[The prepared written statement of Dr. Lyman follows:] 
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TESTIMONY 

Gtry H. Lyoan, H.D.,H.P.H.,?.A.C.P.,F.C.P.H.* 

to the 
Finance Cosoittee 
United States Senate 
Miaai» Florida 
January 6, 1988 

RISK-REDUCTION AND HEALTH PROMOTION FOR OLDER PEOPLE 
The Cost-Effectiveness of Breast Cancer Screening 

I vblcooe this opportunity to discuss the value of population screening 
for breast cancer acjong the elderly. I will specifically address the 
value of oacQography in the screening of asysptoaatic vooen and the 
potential value of vide-scale application of such technology to vooan age 
65 and over. 

Breast cancer represents the leading cause of cancer aoong votaen in the 
United States accounting for sose 27Z of all newly diagnosed cLzes or 
approxicately 130,000 cases annually. While breast cancer incidence rates 
appear to have increased scne lOZ between 1970 and 1980, the introduction 
of new diagnostic modalities makes these numbers difficult to interpret. 
Breast cancer mortality rates have remained remarkably stable over the 
past several decades. Nevertheless, approximately AO, 000 women die each 
year xn this country from breast cancer. While considerable progress has 
been made in the treatment of cancer over the past two decades, most of 
that progress has been evident in patients under the age of 50. Cjuicer 
death rates have actually increased in individuals age 65 and over 
particularly among blacks. 

While breast cancer can occur at any age following menarche, the risk 
increases progressively with increasing age (table 1). In fact. 

Professor of Medicine and Professor of Blostatistics and Epidemiology, 
University of South Flooda, Tampa, FL. Chief, Medicine Service, H. Lee 
Moffitt Cancer Center and Research Institute at the University of South 
Florida. Chief, Oncology Section, James A Haley Veterans Hospital. 
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increasing age represents the single leading risk factor for breast 
cancer in voaen. According to the 1980 US Census, soce 13Z of the female 
population in this country is age 65 or older. This group, however, 
accounts for nearly one-half of all patients vith breast cancer. While 
the prevalence of breast cancer in the female population at any given 
tine is uncertain, extensive analysis of screening studies has lead to an 
estixaate of the Dean duration of preclinical illness of 1.84 years (Zelen 
and Feinleib). Therefore, the prevalence of breast cancer in an 
unscreened population is nearly twice the annual incidence rate. 
However, this probably represents a conservative estimate of breast 
cancer prevalence in those 65 and over screened with new technology in 
experienced hands ^a^ojc 3 -{o ^ y^**^^ 

The five-year survival of all women with breast cancer is approximately 
75Z. Nearly one-half of these women will eventually die of their 
disease, however; Survival of patients with breast cancer is most 
directly associated with the stage of the disease at diagnosis. While 
surgery still is the mainstay of treatment for this disease, the type of 
surgery and use of other modalities such as radiation therapy, 
cheaotherapy and hormonal therapy is influenced by the disease stage at 
presentation. The stage of the disease is a summary measure of risk 
based on the size and extent of invasion of the primary lesion, the 
status of the regional lymph nodes and the presence or absence of distant 
metastases. Several studies have demonstrated a strong association 
between the number of axillary lymph nodes involved with malignancy at 
diagnosis and subsequent mortality. The size of the primary tumor at 
diagnosis and the presence of direct extension or distant metastases, 
however, represent important independent prognostic factors (table 2) 
Patients with a small primary lesion and no evidence of disease spread 
have an excellent prognosis generally with surgery alone. The best 
prognosis is associated with true minimal lesions including in-situ and 
intraductal carcinomas and invasive lesions less than x cm in diameter. 
Since such small malignancies are generally not detectable clinically, 
they only are found with any frequency .in Ciaxsmographic screening 
progriM. The available evidence suggests that with time such lesions 
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vrlll progress to fully invasive and life- threatening disease. Other 
prognostic factors include the histologic and nuclear grade, the presence 
and level of honsone receptors and certain associated tuzoor markers. 
Patients with regional spread nay be candidates for systeaic adjuvant 
therapy such as hormonal therapy in receptor positive txxoors. Locally 
extensive disease nay necessitate the use of radiation therapy as does 
earlier stage disease treated with breast-conserving surgical procedures 
such as luapectony. The presence of distant oed^tases is associated with 
a very poor survival. Patients nay be effectively palliated for several 
months to a few years vith systeaic therapy and supportive care efforts 
but few survive five years. 

Survival for women with breast cancer appears to decrease with increasing 
age. Among patients with breast cancer, the annual risk of dying froa the 
disease is greatest in those over the age of 65 at diagnosis. The long- 
tern annual mortality from breast cancer nay exceed five percent in those 
age 75 and over (Adaai et al). Based on data from the Surveillance, 
Epidemiology and End Results (SEER) experience, older woaen are less 
likely to have localized disease and more likely to have distant 
metastases at diagnosis (Sartariano et al). This difference in stage at 
presentation based on age is most apparent in black women and strong 
interaction is evident between age and race. It is also evident that, at 
least in some institutions, older breast cancer patients are treated less 
aggressively at the time of diagnosis. In one study, as many as one* 
third of women age 70 and older received treatment that would be 
considered inadequate by current standards including 17Z of such patients 
with early stage disease (Greenfield et al). This age bias appears to be 
independent of any co-morbid conditions. 

Based on the observed natural history of the disease, the strong 
association of stage with mortality, and the availability of relatively 
effective treatment modalities, early and accurate detection appears to 
offer the best opportunity for improving breast cancer survival. In 
fact, maianography appears to fulfill all of the usual criteria for a 
useful^ screening modality: a) Breast cancer is a common and frequently 
lethal and disabling disease, b) effective treatment approaches are 
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available, c) treataent appears to be most effective when applied to 
patients with early stage disease, particular in asyDptonatic vooen, d) 
maononxaphy represents a relatively sensitive and specific (accurate) 
screen for early and preclinical breast canscer and e) Dodern Dassoography 
is comparatively safe, siiaple and inexpensive. 

Outside of a systeaatic screening prograo, 90Z of breast cancers are 
detected by the patient herself when they achieve a readily palpable size 
(> 1 ca). Approximately one-half of patients under these circumstances 
have either regional lymph node involvement or extensive disease at the 
time if diagnosis. Hamoography represents the single most sensitive 
method for detecting early breast cancer. Several studies have 
demonstrated that routine mamcaographic examination is capable of 
detecting early stage disease including a substantial proportion of 
preclinical (minimal) breast cancers associated with an excellent 
prognosis. Patients participating in breast cancer screening with 
mammography have disease localized to the breast in about 80Z of cases. 
Approximately one-half of cancers detected in asymptomatic women with 
modem equipment are minimal lesions. Over 95Z of cancers detected by 
mammography alone are localized to the breast. As noted above, it has 
been estimated that mammography is capable of detecting a breast cancer 
nearly two years before it becomes palpable. Using antiquated 
techniques, the Health Insurance Project (HIP) of Greater New York 
randomized 31,000 women age 40 to 64 to annual screening mammography for 
four consecutive years. A comparable control group continued to receive 
their usual medical supervision. Despite the low sensitivity due to poor 
quality images and the comparatively high radiation exposure compared to 
modem methods, those randomized to receive mamoographic screening have 
experienced a breast cancer mortality at ten years approximately 30Z 
below that of the control group. Following the encouraging results of 
the HIP study, nearly 280,000 American women were enrolled in the mid- 
1970s into the Breast Cancer Detection Demonstration Project (BCDDP). 
This large uncontrolled multicenter study identified 3548 breast cancers 
of which 893 (25Z) were intraductal, in-situ or less than 1 cm in size. 
More than one^half of the breast cancers found were detectable by 
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BAflMOgraphy alond. While an 80Z relative ten year survival has been 
observed overall* the ten year survival in those whose cancers were 
detected by maooography alone has been 95Z. Table 2 coapares the stage* 
specific survival of the BCDDP experience with that of the SEER prograo. 
Recent results from two randomized Swedish studies deaonstrated a 40Z 
reduction in breast cancer nortality in wooen screened between 50 and 70 
years of age (p^.003). In another recently reported case^control study 
of breast cancer screening in the Netherlands* screened women had a 30Z 
reduction in expected breast cancer mortality. Among those diagnosed over 
the age of 65 » the risk of dying of breast cancer was only lOZ of that in 
unscreened women* 

As discussed above* the value of any screening procedure such as 
maooography depends on many factors including test performance 
characteristics* the prevalence and nature of the disease* the 
effectiveness of treatment methods as well as the cost and risk of the 
screening procedure. The value of such tests also depends on their 
acceptability both among health professionals and the general population. 
The test performance of mammography has been assessed in several studies. 
Based on current technology* the sensitivity (true positive rate) of 
DAfflDography in asymptomatic women has ranged from 66Z to 94Z while the 
specificity (true negative rate) has ranged from 88 to 99Z. The 
sensitivity and specificity of mammography depend on the specific 
clinical circumstance and the diagnostic criteria utilized. Both the 
sensitivity and specificity of mammography appear to improve with 
increasing age of the screened population. This has been attributed to 
the density of breast tissue and the frequency of fibrocystic disease and 
benign lesions in younger women. The cost-effectiveness of a test such 
as screening mammography is most critically related to the measure of 
test performance known as the predictive value. The predictive value 
depends on the sensitivity and specificity of the test performed and on 
the prevalence of the disease in the population tested through a 
relationship known as Bayes theorem. The predictive value of a positive 
test (PV+) is the probability of the disease among those with a positive 
test result. The predicltive value negative (PV-) is the probability of 
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not having the Usease among those with negative test result. The PV+ 
Increases as the prevalence of the disease in the population increases. 
Since the prevalence of breast cancer increases draiaatically with age, 
the PV+ of screening narmography also increases with increasing age. 
In addition, since the sensitivity and specificity of naaoography also 
appear to increase with age, the PV+ and PV- for those age 65 and over 
shown in table 1 are probably underestiiaates. As more experience has 
been gained, the specificity of screening raaranography has probably 
approached 98 to 99Z and the sensitivity nay be as high as 80 to 90% with 
correspondingly high predic|tive values. However, since disease 
prevalence varies over a greater range, it has a greater influence on 
test perfortaance than sensitivity or specificity. In fact, based on cell 
kinetic and clinical doubling time considerations, the prevalence of 
breast cancer in women age 65 and over may be greater than generally 
assumed. The direct costs of masoographic screening must be considered 
but depend on many factors including the cost of performing and 
interpreting the procedure, the type and cost of definitive diagnostic 
methods, the approach to and cost of primary and palliative care in 
patients with newly diagnosed and recurrent metastatic disease 
respectively, and any risk from the mammography itself. The cost of 
mammography varies from approximately $30. to more than $200. An actual 
cost in large institutions is generally around $50 although it has been 
suggested that with large-scale screening, lower unit costs are possible. 
The total cost also depends on the frequency of screening. In the 
Swedish experience, improved mortality was observed with screening every 
2 or 3 years although the occurence of interval cancers increases as the 
period increases. Currently annual mammography is recommended in 
asymptomatic women over 50 in order to optimize the detection of minimal 
lesions. However, scanning every two years would not be unreasonable 
except in those with additional risk factors. This would reduce 
procedure cost by one-half. 

Radiation exposure to the breast has been substantially reduced with the 
introduction of new radiographic technologies. Hidplane breast exposure 
ranges from between 0.4 rem to less than 0.2 rem depending on the method 
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Utilized* Risk estimates based on extrapolation from high-dose exposure 
situations suggest an annual breast risk following a latency period of at 
least 10 years of 3 to 8 cases per 1 million women exposed to 1 rad 
midplane dose or approxioatoly one case per year per million woioen 
screened compared to the annual breast cancer incidence of nearly 900 per 
million American woman. The lifetime risk from annual mammography would 
not exceeed O.OOIZ compared to the background iifetixoe breast cancer risk 
of approximately 7Z. Most of this small risk is in those exposed under 
the age of 50 while the risk in those age 65 and over is virtually 
nonexistent. 

We have studied the cost-effectiveness of mammographic screening in women 
age 65 and greater based on data from the SEER and BCDDP programs (table 
3). The d'^alsion model is baased on a comparison of results observed in 
both screened and unscreened individuals. The prevalence of disease 
during an initial screen is based on SEER incidence data and the assumed 
average duration of preclinical disease of 1.84 years. For initial 
calculations » the sensitivity of screening mammography is assumed to be 
0.75 and the specificity to be 0.90. As discussed above, these 
prevalence and test performance assumptions are conservative for an 
elderly population. The frequency of specific stages and the five year 
survival estimates are based on SEER and BCDDP data. The average life 
expectancy is based on life table estimates £roQ the 1980 Census of the 
US population. Mortality rates were assixmed to be additive based on an 
exponential survival distribution. Initial cost estimates included the 
following: mammography ($50. )» breast biopsy ($200.), adjuvant hormone 
therapy ($2500.), management of extensive diseasee ($10,000.), and 
management of recurrence/ terminal care ($20,000.). Again, these cost 
estimates are generally conservative and will vary with circumstances, 
location and time. The cost of primary care is ignored since it will not 
vary between groupti based on an absence of an assumed indication for 
systemic chemotherapy and radiation therapy in the adjuvant setting in 
postmenopausal women. Based on the Initial condition assumptions noted, 
the greatest expected utility is observed with massaography with an 
expected five year survival of 98.35Z compared to 98.262 in unscreened 
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voiaen. This translates into an additional survival at 5 years for sooe 
13,700 vooen if screening was applied to all age 65 and over women in 
this country. Screening is also associated with the greatest expected 
annual cost of $85.68 compared to $AA. for unscreened woQP.n. Based on 
the initial conditions » tho cost for each additional individual surviving 
for five years in the screening program is $47»39A. 

However* cost-ef fectivenoss estimates were vor;* sensitive to prevalence 
and health care cost assumptions. The marginal cost-effectiveness 
reflects tho cost per additional individual surviving five years while 
the breakeven point represents the threshold at which marginal cost- 
effectiveness reaches zero or the net cost is the same in the screened 
and unscreened population. Sensitivity analysis permits study of the 
impact of varying measures of test performance* prevalence and cost on 
measures of cost-ef fectivess. Two and three-way sensitivity analyses 
permit a study of the simultaneous impact of two or three variables on 
cost-effectiveness. 

The results demonstrate that cost-effectiveness increases with increasing 
disease prevalence reaching break-even at a prevalence of approximately 
l.AZ. Cost-effectiveness improves with increasing test specificity 
reaching a marginal cost-effectiveness of $24*319. per increase in five 
year case survival at lOOZ specificity. Sensitivity has minimal impact on 
measures of cost-effectiveness in th^s model. Cost-effectiveness 
increases with decreasing cost of mammography reaching breakeven at about 
$10. Cost-effectiveness increases as the cost of managing relapsing 
patients increase with a breakeven of approximately $65*000. With 
mammography cost at $30. and the assumed level of prevalence* the 
breakeven cost of treating relapsed patients falls to approximately 
$AO»000. The same can be achieved at matcmographic costs of $50. by 
increasing the specificity to 96Z. 

The model reported here suggests that under the initial conditions 
assumed* application of screening mammography to the 65 and over female 
population in this country would save lives. The cost of these lives 
saved relates largely to the cost of large scale screening. Relaxation of 
conservative assumptions pertaining to test specificity and disease 
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prevalence would draaatically reduce the cost associated with improved 
survival. In fact, based on achievable test performance measures and 
strict cost restraints possible with large ^cale screening^a net 
breakeven situation is achievable. With rising health care costs of 
treating recurrent disease, improvezaonts in the cosfeffectiveness of 
mass screening should be readily achievable. In addition, the model 
presented here do^x not even begin to address the improvement in patient 
quality of life and the reduction in indirect costs unquestionably 
associated with effective breast cancer screening. It is essential, 
however, that Damtaographic specificity be maximized in order to minize 
the false positive rate. In addition, it is essential that the costs of 
confirmatory aspirations and biopsies be kept as low as possible. Due 
largely to the high prevalence of breast cancer in elderly women and the 
good test performance with minimal risk now associated viih nammography, 
cost-effective large scale screening of women age 65 and over is 
possible. Since such an approach also saves lives such large scale 
screening is essential. 

Despite these recosaaendations, howeve. , cnly 15 to 20Z of American women 
ago 50 and older have ever had a mamogran includins only 16Z of women 65 
and over. The proportion of women being screened on a regular basis is 
much smaller. Since most mammograms are performed for specific clinica) 
indir:ations, the percentage undergoing routine screening is indeed very 
small. In addition, available data suggests that maxxoogram use decreases 
with decreasing socioeconomic status. 

Despite the apparent belief of most physicians that mammography is 
effective in detecting early stage breast cancer, less than lOZ recommend 
annual mmanmography to asymptomatic women over the age of 50. The most 
frequently stated reason for not following current guidelines is patient 
expense. Other frequently noted reasons include the potential for 
radiation risk and the presmoed low effectiveness. In a recent 
compliance study, almost 50Z of patients referred for mammography refused 
with only 8Z of asymptomatic women who had to pay foe the exam complying 
with their physicians recommendations. 
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The Anorican Cancor Society currently recooaende annual namography in 
«11 asynptoaatic vooen age 50 or greater. As has been shown, largo-scalo 
application of screening naaoography to wooen age 65 and greater can bo 
cost-effectively utilized to save lives through earlier diagnosis. One 
of the aajor deterents to large scale use of screening ntraography is the 
cost to the individual patient many of whom are on fixed linited incooes. 
It Dikes eainantly reasonable sense both s^dically and econoaically for 
screening la&siaography in patients age 65 and over to be covered by 
Medicare. By containing nodical costs and and enhancing test perforsumce 
with large scale use, the net cost to the governoent of screening 
zaaocaography -should be ainioal. Additional oeasures are available to 
further reduce costs if necessary such as the used of single view 
marmograas, longer screening intervals and the introduction of loss 
'tostly screening facilitiej such as nobile units. It will also be 
necessary to further educate both physicians and patients concemlnK the 
value and nininal risk of screening nasaaography. Host importantly, it is 
essential that econonic barriers Co effective breast cancer screening in 
Chose oost greatly affected, the elderly, be reaoved. 
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Based on an assumed untfora test sensitivity of 0.75 and specificity of 0.90 and an 
estinated cwan duration of preclinical disease of 1.84 years. (Zelen and Fainlelb) 
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TABLE 2 
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* Dstcctcd throogh Scrccnli^ (Breast Csnctr Dcacnstntlon Projccw). 

*♦ Khltc FcDJlcs tSurvolll«nce. Epldcalolojy and End Results). 
I Seidaui. et al., 1987 
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TABLE 3 



BREAST CANCER SCREENIW5 MODEL 



Decision Tree 
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P = Average cost of adjunctive radiation therapy/palliative care 

M = Cost of nannography 

B = Cost of diagnostic biopsy 

R a Cost of treating recurrent disease (adjusted for likelihood of relapse). 
H = Cost of hormone treataents (adjusted for likelihood of positive receptors). 
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STATEMENT OP JACK KASSAN, M.D., MEDICAL DIRECTOR, 
BROWARD COUNTY MEDIVAN, FORT LAUDERDALE, PL 

Dr. Kassan. Yes, sir. Senator Mitchell and Senator Graham, I, 
too, wish to thank you for this opportunity to present what we con- 
sider to be an extremely innovative and unique ?ipproach to the 
care of the medically undeserved segment of the elderly. 

In my petition as Medical Director of the Medivan project of the 
Elderly Interest Fund, Inc., I have had more than ample opportuni- 
ty to observe and become aware of the inadequacy of health care to 
a large segment of the senior population of Broward County in par- 
ticular, and I am sure this is a reflection of the situation in other 
areas of southeast Florida. 

According to a study in our area toward the end of 1985, which I 
am sure has increased in the intervening time, the demographics 
were as follows: a total of 327,000 seniors resided at that time in 
Broward County; 27,000 lived at poverty level or below; 80,000 suf- 
fered from a handicap, and a majority required the use of a cane, 
walker, or wheelchair. 46,200 aged 75 plus— and I wish to empha- 
size that 75 plus age, have medical problems serious enough to 
impair their independence. A number of medically indigent and 
isolated seniors have had no contact with a physician for 3 years. 

The population group between 60 and 65 who have no insurance, 
private or Medicare, delay medical attention, ultimately creating 
an even greater financial burden. 

In an attempt to address this ever-increasing problem, a group of 
socially interested and dedicated people formed an organization 
known as the Elderly Interest Fund, Inc. A number of these wonder- 
fully dedicated, socially interested people are here today, and they 
deserve a vote of thanks. Believe me, they are simply marvelous. 

So, they formed this Elderly Interest Fund, whose primary goal 
was to alleviate this situation with the aid and support of the area 
agency on aging of Broward County. After several years of tireless 
efforts and fund-raising from corporate and private sources, the El- 
derly Interest Fund, Inc., created a project known as the MediVan. 

As you came in, you probably saw it and I hope you did. You 
saw the MediVan parked out in front. You are invited to come 
aboard and see what this medical mobile situation really consists 
of; it is something to see. 

This is a unique, and I say innovative, mobile clinic providing 
free health screening, health education, diagnosis, treatment, refer- 
rals, and support to Broward County's medically underserved 
senior population. MediVan is staffed by retired physicians, nurses, 
social workers, and nutritionists, all volunteering their time and 
expertise to the program. A project director, a van driver— who 
also acts as the site director — and an office secretary are the only 

Eaid personnel. All volunteer personnel are selected and screened 
y members of the MediVan Health Care Executive Committee, in- 
cluding members of the Broward County Medical Society Associa- 
tion, and the Broward County Public Health Unit. 

All physicians practicing in the MediVan have a Florida license 
or a limited license provided by the State Board of Medicine. Mal- 
practice insurance is provided for physicians under the iState of 
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Florida Risk Management Insurance Program as agents* of the 
State health and rehabilitative services. 

Since its initiation on June 9, 1986, MediVan has visited 20 sites 
on a regular basis and established 4,l.,0 patient contacts and is ad- 
ministering care to 285 plus patients on a regular monthly basis. 
These patients are primarily homebound with chronic health condi- 
tions. It is of more than passing interest to be aware that MediVan 
has intervened in approximately 20 life-threatening situations. 

MediVan seeks out its patients in low-income housing facilities, 
retirement and boarding homes, day care centers, older condomin- 
iums, and where n;edically indigent and isolated seniors are known 
to reside. Just to interpose, you will be interested to know we make 
house calls. [Laughter.] 

The average age of MediVan patients is 82, with a number ex- 
ceeding 95. The average monthly income is $320 per patient. The 
MediVan concept conceived in an efTcrt to meet and at least par- 
tially solve the increasing problem of bringing medical attention 
and care to the elderly in need is, indeed, a worthy one; and inter- 
estingly enough, it is unique. 

It is our opinion that it could be and should serve as a mc^ " to 
other communities where the problem exists. 

In addition to MediVan, Broward County is lucky to . .ive 
Older Americans Act funds, which serve to provide health support 
services. Nurses are in place at senior and day care centers; these 
nurses provide health screening and health education, which en- 
ables the well, independent participants to remain healthy and the 
frail, semidependent to improve or maintain their conditions. 

The senior and day care centers also provide other services that 
help to keep seniors in the community. These centers are able to 
function because of the Federal Older Americans Act and tlm State 
community care for the elderly. 

As we are all aware, or certainly should be aware. Senator 
Graham was largely instrumental in creating this State program 
while he was our Governor. We believe that these programs must 
be maintained and supported and that new innovative programs 
like the MediVan can be encouraged. 

Thank you for your attention and for the opportunity of bringing 
not only a problem to your attention but an atteir.pt at a partial 
solution. 

[Applause.] 

Senator Mitchell. Ms. Kanter-Bruin, you have the last word. 
Ms. Kanter-Bruin. Last but not least? 

Senator Mitchell. We all know that is the most important word 
of all. So, we look forward to hearing from you. 
[The prepared statement of Dr. Kassan follows:] 
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Dear Senators Graham and Mitchell, 

In my position of Medical Director of the MediVan Project of the 
Elderly Int^^rest Fund, Inc., I have had more than ample opportunity 
to observe end become aware of the inadequacy of health care to a 
large segment of the senior population in Broward County in parti- 
cular and I am sure this is a reflection of the situation in other 
areas of Southeast Florida. 

According to a study in our area toward the end of 1985 which, I am 
sure, has increased in the intervening txme, the demographics were 
as follows: 

* A total of 327,000 seniors reside in Broward County 

* 27/000 live at poverty level or below 

* 80,000 suffer from a handicap and a majority require use of 
a cane, walker or wheelchair 

* 46,200 age 75-*- have medical problems serious enough to impair 
their independence 

* A number of medically indigent and isolated seniors have had 
no contact with a physician in 3 years 

* The population group between 60 and 65 vho have no insurance 
(private or medicare) delay medical attention ultimately 
creating an even greater financial burden 

In an attempt to address this ever increasing problem, a group of 
socially interested and (dedicated people formed an organization 
known as the "Elderly Interest Fund, Inc.' whose primary goal was 
to alleviate this situation with the aid and support of the Area 
Agency on Aging of Broward County. 

After several years of tireless efforts and fundraising from corporate 
and private sources, the Elderly Interest Fund Inc. created a project 
known as the "MediVan". This is a unique and innovative mobile clinic 
providing free health screening, health education, diagnosis, treat- 
ment, referrals and support to Broward County's medically underserved 
senior population. 

MediVan is staffed by retired physicians, nurses, social workers and 
nutritionists all volunteering their time and expertise to the program. 
A Project Director, Van Driver who also acts as a Site Director, and 
office Secretary are the only paid personnel. All volunteer person- 
nel are selected and screened by members of the MediVan Health Care 
Executive Committee including i.iembers of the Broward County Medical 
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Association and the Broward County public Health Unit. All physicians 
practicing on the MediVan have a Florida Licence or a Limited License 
provided by the State Board of Medicine. Malpractice insurance is 
provided for physicians under the State of Florida Risk Management 
Ir*-irance Program as agents of the state through Health and Rehabili- 
tative Services. 

Since Itc initiation on June 9, 1986, MediVan has visited 22 sites 
on a regular basis and established 4000 patient contacts, and is 
ac ministering care to 285+ patients on a monthly basis. These patients 
are primarily horoebound with chronic health conditions. It is of more 
than passing interest to be aware that MediVan has intervened in 
approximately 20 life-threatening situations. 

MediVan seeks out its patients in low-income housinc facilities, re- 
tirement and boar<?ing homes, day-care centers, older condominiums and 
where medically indigent and isolated seniors are known to reside. 
The average age of MediVan patients is 82 with a number exceeding 95. 
The average monthly income is $320 per patient. 

The MediVan concept conceived in an effort to meet and at least par- 
tially solve t\e increasing problem of brii.ging medical attention and 
care to the elderly in need, is indeed a worthy one and interestingly 
enough is unique. It is our opinion that it could and should serve 
as a model to other communities where the problem exists. 

In addition to the MediVan, Broward County is lucky to receive Older 
American Act funds which provide health support services. Nurses are 
in place at senior and day-care centers* These nurses provide health 
screening and health education which enables the well independent 
participants to remain healthy and the frail semi-dependent to improve 
or" maintain their conditions. The senior and day-care centers also 
provide other services that help to keep seniors in the community. 
These centers are able to function because of the federa. Older Ameri- 
can Act and the state Community Care for the Elderly Act. As v/e are 
all well aware. Senator Graham was largely instrumental in creating 
the State program. We believe that these programs must be maintained 
and supported, and that new innovative programs like the MediVan be 
encouraged. 

Thank you for your attention and for the opportunity of bringing not 
only the problem but an attempt at a partial solution to your attention. 
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SI .Ml. t)I* FI.ORII>A 



DEPARTMENT OF HEALTH AND R£HAB!UTATI\^E SERVICES 



Evelyn Glasser 

Coordinator* KMU 

Elderly Interest Fund, Inc. 

S34S Northwest 3Sth Avenue 

Fort Lauderdale, Florida 33309 

Dear Mrs. Glasser: 

The Broward County Public Health Unit is in support of 
the Elderly Interest Fund, Inc. Mobile Medical Unit project 
for the elderly. We are aware that many of the elderly in 
lower inconc groups do no** avail themselves of regular medical 
care, particularly prevention and early intervention. I think 
that the proposed project would enhance the possibility that 
many of these patients would get earlier medical care and 
prevent complications from various chronic illnesses. 

It is our intention to work with the Elderly Interest 
Fund and to enter into an agreement to enable the physicians 
to be classified as volunteers under the Department of Health 
and Rehabilitative Services. 

^ We look forward to working with you on this much needed 
project. 



CK/jo 

cc: BCPHUA (Myra Lentz) 

AMED (Robert Hayes, M.D.) 
LC (Martha Barrera) 



DISTRICT TEN 

^()i\vK5;i iiiU)UAiUMt()i;ii:vARi> • fobtlaudi.hdai.i.. i LOHiDA.Tiiioi-iHar* 



March 25, 1986 




Charles Konfgsbcrg, Jr., ff.D., M.P.H. 
District Health program Supervisor-HRS 
Broward County Public Health Unit Directox 
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Broward County Medical Association 

^odore \V. Kahn, MJ>.. Prtstdcat 
. A. ToRuscUo. MJD^ PreskSeot-Dea 
Juvk A, VCtuer. MJ>,. ViccPmident 
} id Flatca. MJ5-. Secrcury 
Kesncth H, Farrell. MJ>^ Trtawrtr 
Geociee P. Mcuesfcr. M J>^ Itnnodtate Paa<Prcudcot 
Jcny D. Moore. MJ>^ Quiraua, Board ol Trustees 



March 7, l986 



Krs. Evelyn Classer 
3850 H. 43rd Avenue 
Hollywood, Fl 3302t 



Dear Mrs. Classer: 



The Executive Coonlllee upon receiving the report of the nect>ership 
concltlee on ihe three doctor*;! s?nlylnr for llRited licensee rinced 
Ji r.t-Al of approval on the three' doci or 's. They also ulrU if» rc;irfirR. 
iIk prv.tf f : or IliC ELUEhLY IHTEBFST FUKIi in provSdinr. e.cdl< a; s<-:-.W*r 
^ y elderly indlf,ents. 



Sincerely, 

aift^*. ' stalfirof dv 
Executive VtcV-Presldent 



>\'iUiam G.Siaffordi Executive Vjee Pre<ideni 

2200 S ANORCWS AVC _ OOX 22007 ^ , rQ.»J .LAUO;;iJgAt.C Fl 
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Broward Counw Medlcat AoGoclaUon 

>fXc P. Metscagerp Pct^deat 

K.^/LToo£3?.Mi);\??SSSSSr Septeaber-1984 
Knaeth H. FantO^ MX>^ Seotusy 
Jitta A. Wester, MJ>^ Trtuom 
Ereest C. Sajfie* M J>^ ImmedUte Patf^FmkSeai 

Mr«. Evelyn Glatser 

Arc« Agency on Aging 

2700 Kett Oakland Park BouXevaxd 

Ft* Lauderdale, Florida 33311 

0«:ir Krt. Glatterx 

«ie Executive, Committee of the AsBOciation heard a report froa 
thf» President, Dr. George P. Kessenger^with reference to a 
meeting vith the feasibility of a facility siniXiar to the 
Sunshine Health Centers of Sarasota County.Kr. Stafford had 
aade a previous report on the subject, and other meetings on the 
premxse* 

We should like to express our interest, and v6ice our support 
for the project. We vould concur with the need; and recognise 
the lack of organized services to this segment of our elderly 

^SfSiSJiee-iS'Se^^rng'^SirnreS!^ '"'^ '""^ Agencies'^ 

1 Acerely yours, 

Kenneth H. -Parrel 1,.M.D* 
Secretary 



\\JflDtc 




ary - J^*'^ 



WiUitm G. Siilford. Excniiivc Viet fieMtn 

1200 ». ANBKEWS AVE _ ^o. BOX 22B07 _ rOUT lAUDtROAUE. ru »>» 30S/»".ie»9 



ERIC 



152 



«ftCMCK»l*ttfft ttO 
•AtT ■i4MM«»tt» 

ttnCVtiCM 
»««KH»4CIN 



'OUtUNlTY 



BROWARD REGIONAL HEALTH PLANNING COUNCIL. INC. 
500 S E. 17lh St. SuHr 301. Fi. Uod«td*l«, Fl 33316 • (30S) 763 2900 



Karch 18,1986 



Elderly interest Fund 
5345 N.H. 35th Avenue 
Ft, Lauderdale, Florida 33309 
Attn: Evelyn Glasser 

Re: Health Manpower Shortage Areas - Broward coun ty 
Florida """""^^ 

Dear Ms. ciasser< 

As you know. Health Manpower Shortage Areas are federally 
designated for a variety of specialties including prinary 
care. The prinary care categories include pediatricians, 
family practitioners, general practitioners, internists, 
and obstetrxcjans. According to the National Health 
Service corp, Broward county contains 13 Health 
Shortage Areas which have been designated 
tracts. Those census tracts are: 



Kanpower 
by census 



Census Tracts - 103.01, 103.02, 
304, 305, 306, 
308.01, 308.02. 



104, 107, 302, 303, 
307.01, 307.02, 



The above designations were nade on March 21, 1984. It is 
our understanding that the Elderly Interest Fund is pro- 
posing to utilize a nobile jaedical vmit vith volunteer 
retired physicians, and other rractitionerc to neet the 
needs of the aaedically underservcd in Broward county. I 
support the efforts of xUe ElJ«»rly interest Fund as they 
atteept to laeet the Tieeds of this aedically underserved 
populatxon. if 1 .v>y be of. any further assistance to you 
in this Banner, plrase icu ae know. 

Sincerely, 



John H. Werner 
Executive Director 



JHv;:bg 
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DRAFT 

April 13, 1981 



What Is * Hedlctlly Underserved Area? By definition from the Fedetal 
RegUtcr (Vol. 41, Mo. 201, October 15, 1976), an KUA is an nrban or 
rural area designated by the Secretary of Health and Hunan Services 
as an area with a shortage of personal health services. 

Fou. factors are considered In designating an KUA: 

1. Ratio of prliury care phj^'slclans to population, 

2. Infant oortallty rate, 

3. Percent of the population which Is age 65 or over, and 
Percentage of the population with family Incoae bc7.ow the 
poverty level. 

In Broward County, there are twelve (12) isolated census tracts that were 
designated as Hedlcally Underserved Areas (KUAs) in the Federal Register 
of October 15, 1976. There are three (3) additional HUAs which have been 
designated since 1976: 

1. Census tract 305 In Ponpano Beach, which Is also a Manpower 
Shortage Area, receiving funds through Public taw 94-63, 
Section 329, lo provide health services to elgrants. This 
orca Is bounded by Sasple r3. on the north, Arlantlc Blvd. 
on the south, the Seaboard Coastline Rallrocd on the east, 
and Powerllne Rd. on the west. 

2. Census tracts 102 and 103 in DeerSfleld Beach. This area is 
bounded by the HUlsboro Canal on Che north, the Deerfleld 
city Units on the south. Federal Hwy. on the east, and I*-95 
on the west (except a portion north of HUlsboro Blvd. and 
West of 1-55, bounded on the west by Powerllne Rd. ). 

3. Census tracts 409 through 416 «nd 508 In central Ft. Lauderdale. 
This Is an Irregular area which Is prloarlly bounded by Oakland 
P/.rlc Blvd. on the ncrth, Broward Blvd. on the south, MU 9 Ave. 
OA the east, and State Rd. 441 on the west. 

The Health Planning and Developoent Couf.cll for Broward County, Inc.^ 
(HPDC) In cooperation with the City of Deerfleld Beach and the Consueers 
Infomatlon Council, Inc. of Deerfleld Beach, was Inslrunental In applying 
for MUA designation for the area In Deerfleld Beach. The HPDC in a 
cooperative •ffort with the Broward County Prloary Health Care Division 
assisted In gathering data and naklng the foraal request to DHUS for MUA 
designation of the area In central Ft. Lauderdale, and Is concerned that 
personal health rvlces be oade available within the Hedlcally 
Underserved communities. 

The Prlraary Health Care Division and the Health Planning and Development 
Council Intend to complete an asses^eent of the entire county to detemlne 
further areas of personal health services shortage. 
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Medically Underserved Census Tracts 

Brovard County contains 35 census tracts which have been 
federally designated as nedically underserved. In I960, 
these census tracts contained 221,018 individuals. 38,713 
(17*5) had incomes below 100% ol the poverty level and 42«7% 
(94,341) had incomes below 200% ol the .poverty level ♦ 
"Broward's nedically indigent population is larger than the 
total population ol 57 ol Florida*a 67 counties* IX Broward' 
tsedically indigent 3X>Pulation were considered as a separate 
county, it would be the 11th largest county in the State**' 

Source: Department oX Health and Rehabilitative Services, 
Grant Application Xor Primary Care funding, 1985 
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Patient Profile: 

Income: 

Residence: 

Medical Status: 



Patient Profile: 
Income: 
Residence: 
Medical Status: 



Patient Profile: 
Income : 
Residence: 

Medical Status: 



ELDERLY INTEREST FUND, INC. 
MEDIVAN 
CASE STUDIES 



74 year old white male 
$362 per month 

Low-Income Apartment in central Ft. Lauderdale. 
Lives alono 

MediVan made a site visit to a primarily low-income 
facility located in the heart of Ft. Lauderdale. 
During the initial screening process, this patient 
was found to exhibit symptoms of Tuberculosis. He 
was immediately referred to a local referral doctor 
for x-ray confirmation of illness. No charge vo 
the patient. The patient was admitted to Bi oward 
General Hospital for ten days with the diagnosis of 
T.B. He was discharged to the care of the Public 
Health Unit who can transport him for follow-up 
treatment. 80 seniors in the identified facility 
had to be tested for T.B. exposure following r - 
pented close contact with the patient for the 
previous two years. Patient had no regular doctor 
due to financial hardship. 

70 year old white female 

Combined with spouse - S763 per month 

Low- Income Housing in Davie 

Presented to the van on initial site visit last June 
in highly unstable medical condition. Patient was 
markedly obese (400+lbs), had severe osteoarthritis 
requiring the use of a wheelchair, and suffered from 
uncontrollccf blood sugar. Previous year's medical 
history included three hospitalizations for Diabetic 
Coma, Congestive Heart Failure and Heart Attack. She 
did not seek regular medical care due to limited 
funds and severe physical disvxbilltics. MediVan 
physicians have monitored this >itient for the past 
seven months on a monthly basis. This regular health 
check has resulted in moderate weight loss, lowcrod 
and more controlled diabetic conditiim and relief 
from chronic >iin. Arrangements were made to have 
patient transported to local podiatrist for treatment 
of diabetes-related foot problems at no charge to 
patient. Patient was also referred to, and seen by, 
local internist for specialty workup. Physician 
accepted only whatever Medicare allowed. (No deduc- 
tible, no co-payment) 

57 year old black male 
$356 per month 

Low-Income apartment in North Hollywood. Lives 
with sister. 

Patient's sister came to the MediVan while it was 
in their neighborhood and requested permission to 
bring her brother to the Van for medical care. 
Patient is mentally and physically impaired and is 
confined to a wheelchair. The sister stated that 
her brother had been goin^ to Primary Health Care, 
but it was an extreme hardship to bring him to the 
clinic due to his severe physical disabilities and 
problem of incontinence. MediVan*s initial visit 
found the patient to have a flaccid and deformed 
arm and hand, poor dental care, poor air exchange, 
hypertension, mental retardation and difficulty with 
hearing. His blood pressure was measured at 182/108 
and the patient was started on anti-hypertension 
medication. At present, his blood pressure is being 
controlled and he is able to be monitored on a regu- 
lar schedule. 
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Patient Profile: 

Incone: 

Residence: 

Medical Status: 



Patient I »rile: 

Income: 

Residence: 

Medical Status: 



Patient Profile: 
Income: 
Residence : 

Medical Status: 



Patient Profilr 

Income: 

Residence: 

Medical Status: 



61 year old white female 

S408 per nonth conbined with spouse 

Low-XncoBJO Housing in central Ft. J-auderdale. Lives 
With spouse. Both are wheelchair bound. 
Patient presented to the Medivan in her wheelchair 
requesting assistance with medical care. She has a 
long history of medical problems. Patient had a 
myocardial infarction in i960 and cerebral vascular 
accident (CVA) in 196« which left her partially para- 
lyzed. Since the patxcnt was unable to access her 
regular physician, the MediVan doctor worked in tan- 
den with her physici£.n to provide on-going care. 
Lab work was performed by the MediVan staff and copy 
of reports were sent to patient's private doctor. 
In January 1987, the patient suffered a severe myo- 
cardial infarction and is now in cardiac and respira- 
to.-y failure. She is completely bedbound and uses 
oxygen continuously, she does not wish to be hospi- 
talized since her husband would be unable to visit 
her. The patient is being monitored on a regular 
schedule by the MediVan physicians. Lab work reports 
and EKGs are mailed to her attending physician who 
had requested that we assume her primary care. 
Progress notes are also forwarded to the attending 
physician. At this tine, the patient's prognosis 
is very poor. 

79 year old hispanic male 
5537 per month 

Private home in Pembroke Pines. Lives alone following 
the recent death of spouse. 

Patient presented to MediVan at the Pembroke Pines 
Senior Day Care Center. He had not seen a physician 
in several years due to financial constraints. Had 
a history of hypertension. Depressed over his wife's 
death. Is being treated for hypertension and moni- 
tored for other chronic complaints. Moral support is 
being provided by MediVan social workers and other 
staff members. 

94 year old white female 

488 per month 

Private home in Ft. Lauderdale. Lives with her 
daughter who is out of work. 

Patient attends a local daycare center. The MediVan 
staff was asked to give her a physical so she could 
remain in the center. The patient could not afford 
a private physician. The patient was found to have 
anemia, low B12 levels, hypertension and arterial 
sclerotic heart disease. She has been treated with 
B12 injections and iron supplements. Due to patient's 
lack of funds, the MediVan is paying for her medication 

92 year old b ack female 
$336 per r.onth 

Apartment in Low-Income area in Ft. Lauderdale. 
Lives with uor daughter who also has health problems. 
Presented to the MediVan with complaints of episodic 
shortness of breath during the night in addition to 
joint pain. The patient was found to have arterial 
£^lerotic heart disease, hyperglycemia, hypertension, 
and arthritis of the hands. Due to patient's age 
and frail condition, medication was not prescribed 
for arrythmia but patient was put on nitroglycerin 
for angina. She is being monitored on a regular 
basis for possible changes in her condition. Lack 
of regular medical care prior to "ediVan due to 
financial constraints and difficulty accessing 
stationary clinics in other areas of the county. 
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66 year old black female 
$340 per month 

Lives with younger sibter (61) in Low-Income Apt. 
in central Ft. Lauderdale* Has Medicaid. 

On visitation to church meal site in predominantly 
low-income black area, this obese, severely retarded 
female was accepted into the MediVan program five 
months ago for monitoring of uncontrolled hypertension 
chronic upper respiratory infections and visual prob- 
lems. Patient's sister has sole responsibility for 
patient and was experiencing great difficulty in 
accessing Primary Health Care on regular basis due to 
emotional instability of patient. She is extremely 
difficult to handle. Patient and sister are both 
able to walk a short distance to be examined by the 
MediVan staff. Reduced cholesterol levels, controlled 
hypertension and weight loss have been achieved in 
this patient through the combined efforts of the 
t^nysician, nurse ana r»t»tritional consultant. 

Patient Profile: 70 yer.r old black male 
Inco.nie: $338 per month 

Residence: Lives alone in 1 rented room in predominantly low- 

income black area. 

On visitation to local church meal site, the MediVan 
staff learned of this patient's need for medical care 
in his home. The physician and nurse home visit re- 
vealed this patient, bedbound, with bi-lateral ampu- 
tation below the knees. An ill-fitting prosthesis 
on one leg limited patient's ability to leave his 
bed. The patient could not receive a new prosthesis 
from Medicare without a physician's prescription 
and no doctor would make a house call. Food stamps 
were discontinued due to the p*atient's inability to 
be interviewed at the Food Stamp office. Multiple 
medical conditions required expensive drug therapy. 
Although the patient has Medicaid, his medication 
needs exceeded his drug cap. MediVan facilitated 
an increase in his cap. The MediVan physician's 
prescription enabled the patient to secure a new pros- 
thesis allowing him increased mobility. Although 
this patient is illiterate, the MediVan nutritionist 
was able to assure the patient's improved dietary 
intake through the assistance of his landlady. This 
patient was referred to us by Primary Health Care. 

Patient Profile: 60 year old white female 
Income: $530 per month 

'*«sidence: Low-Income Housing in central Ft. Lauderdale. Lives 

wi;:h retarded daughter. 

Medical Status: Patient had great difficulty accessing medical care 
because of incomplete financial records which pre- 
cluded her from Primary Health Care eligibility. 
Living situation severely stressed through caring 
for severely retarded daughter. Daughter cannot 
be left unattended thereby restricting patient's 
mobility. Pat;.ent is a severe diabetic and pre- 
sented with uncontrolled sugar count and various 
other medical problems. Critical medication was 
not being taken as prescribed due to inability to 
purchase on regular basis and because of high expense 
Patient has been regularly monitored by MediVan 
physician and instructed on the significance of 
consistent drug therapy. The MediVan staff facili- 
tated patient* ; acceptance into Medicaid program 
which ensures her ability to secure vital medication. 
Sugar count is under control. Nutritional review 
and consultation by MediVan nutritionist has re- 
sulted in necessary weight loss thereby reducing 
possible diabetic complications. 



Patient Profile: 
Income : 
Residence: 

Medical Status: 



Medical Status: 
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Patient Profile: 
Income t 
Residence: 



Medical Status: 



57 year old white female 
$156 per month 

Low-Income apartment in central Ft. Lauderdale. 
Lives alone. Has Medicaid. 

Wheelchair bound obese female with severe lower ex- 
tremity skin eruptions. Uncontrolled diabetic eligible 
for Primary Health Care services but unable to avail 
herself of them on a regular basis due to severe 
physical disabilities. Primary Care referred this 
patient to MediVan for monthly monitoring. Regular 
hone visits have been made by MediVan staff which 
havQ resulted in patient's greatly' improved health 
status. MediVan arranged to have prescribed medi- 
cations delivered to the patient^s apartment by local 
pharmacist at no charge. 
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Have medicine 
will travel 
^0 the elderly 



Site supervisor Fred Horn 
takes the blood pressure of 
Julie Andrews, of Lauderhill, 
during a visit of Medivan, a 
medical clinic that travels to 22 
sites in Broward County. 

Page 3 



Serving Laudcrdatc Lakes* Lauderhill, Plantation, Sunrise and Tamarac 
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Seniors deliver 
medical service 
lo elderly poor 



By RANOYE HOOER 

For mott ^lon, itu>'Ijic bov>« 
lilt It a thine of lh« pjtt 
Bui nol (Of ihe r«iired doctoo. 
Uiti arJ sodj) woiken who vd> 
itttt ihcir time ejck wttk to 
trg, UtK nxijicii cjre to some o( 
rowird Cm;&ty*t 27^0^ elderly 
K>r 

Thit tummer mjrlit theoM>ycjr 
xAivtrury o( MediVjt^ i rovuif 
<sl cjUtinlc. Mbkh trjvelt to 22 
its in the county trcjtinc senior 
tirens lor everytbinc from toA«U> 
•u 10 tlf^threatemn( dijejsrt 
The vjn trjveU on h«c-«t«k ro* 
ttont to jrejt where \»rtt oum* 
n ol elderly poor live. 
ThoM elltible (or medicjl cjre 
m MedtvjR mutt b< it Icjtt (9 
ire old jnd hive jb Iacoovc o( 
.044 or Im lor tuifle people and 
0 000 or leis (or couplei. 
•Fcr lom* o( thnt people tWt it 
e only medicj! jttentloA the/Ve 
iltB ui yein." uid Uada Allea 
oerim director jfid one o( thre« 
Id p<r»flA<l. "Ar^ ifi Ijkely to 
* the onljr medkil aiteotton 
ijM e*er jet" 

For Itvint Huyer. 72. o( Fort 
vderdile the care he ccti (rem 
ediVan pro(ettlonait meant 
)ri to htm than rcful^r checkups 
.d c'ttlDc the medication he 
«di (t meant hit independence 
I doo t ioow w ha t I'd do wiUMvt 
»j< prople/ Tha)er uid "K I 
iit bate MediVaa I'd probaly 
d up in sonve rest home. But 
f d fiat e to drac me there. I just 
B t ftand (he idea o( coiSf " 



The people who help Thayer, and 
those tile hifflu (eel jutt at ttrocfl/ 
about the profram 

"IVebetn a doctor (or more than 
SO yean." uid Jack Kauaa. 7V 
"and ifl all those yean, and with all 
the ihinp ive eccompluhed. this is 
without 1 dovbt the most utlt(yinc 
and (uKillinf eiperience I've ever 
bad" 

Sponsored by the Elderly latere 
est Fund Inc, a votufiteer c^oup. 
MediVanI miuioa U to serve pe** 
pie who are too poor to fct bitic 
medical care, or unable to |et 
transportation to cognty or ttate 
clinics set up (or the poor. 

"There U this myth about the 
Cold Coast," said Evelyn Clas^er. 
coordinator o( MediVa(^''that peo< 
pie retire here and everyone is liv 
ui| the cood li(e. But then yoii (iod 
there are these silent pocketa o( 
poverty all over the county." 

Classer said there are other mo- 
bile units that serve elderly people, 
but that MedlVanU unique because 
it f seniors hrlpiaf seniors. 

"All o( our physicians are elder* 
ly. so they kiMw arMl understand 
from eiperience the problems the 
acinc are su(reriA(." Classer uld. 

A(ter beinc on the road (or litt!e 
more than a year, MediVan has ex> 
panded the areas it vislU (rom tO 
to 22 sites, tt also has learned (rom 
experience which services lu clien- 
tele really need, 

For eiample, providinf (ree 
medication to clients has turned 
out to be one o( the most uneipect- 
ed and important services Medi* 
Van o((ers 

U e never planned on it. but as 




CO 



Project director LinJa Alfcn speaks to patient Litlian Bo^cn about her meUu-ation. 



the procram crew it ^ame obvi- 
ous that this was a imior pro^ 
tem.'Classersald "^Tiy see some- 
one who U so crippled uo with 
a rthritis tha t they ca n barely walk 
i( we cant five them lome relie(,'* 
.MediVanservesabout tSpercent 
o( the county's elderly poor, but ac* 
cordiflf to iu staff, the need is 



much freater. 

The prorram. which runs on an 
aonuat budcet o( StSS.OOO. depend* 
00 community and corporate con 
tnbutions (or lU support (t his re 
cently befuo tettine reimburse- 
ments (rom Medicare and 
Medicaid, 

Broward County commissioners 



have aireed to contribute U / 
**Wed Ike to eipand the 
cram " Classer said The 
thiBf stopptfif us It the fur 
There is so much competitiv 
the dollar and so many m 
causes 
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Extending ' 
a helping hand 



Redrcd heallh workers make rounds 
among Florida s elderiy— for free 
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STATEMENT OF SALLY KANTER-BRUIN, PALM BEACH COUNTY 
HEALTH TASK FORCE, ST. MARY'S HOSPITAL, M/:MMOVAN 
PROJECT, WEST PALM BEACH, PL 

Ms. Kanter-Bruin. Yes. My name is Sally Kanter-Bruin, and 
today I represent the Palm Beach County Community Outreach 
Committee of the American Association of Retired Persons. I am 
the health care chairperson, and we represent 115,000 members in 
Palm Beach County. I also today represent St. Mary's Hospital 
Mammovan project. 

Let me say at the outset right now, after listening to a number of 
panel speakers, that I am angry, I am frustrated, and my presenta- 
tion today will reflect it. I feel, as I have been sitting here, that we 
have got a decaying medical care system, getting worse and worse, 
listenmg to the people. 

I am a grandmother; and I am a consum'"* activist; and I am con- 
cerned with health care available to the people. 

This past week, I received some figures from the State Office of 
Vital Statistics at Jacksonville. FL. For the year 1986 in 'Florida, 
there were 2,367 breast cancer deaths in Florida, both male and 
female. White females were 2,165. and nonwhite females were 182. 
For the year 1985 in Florida, there were 2,271 breast cancer cases. 
1986 showed an increase of several hundred more. 

I ask you, and I ask myself the same question, that is hounding 
my mind: Could these deaths have been prevented? What did we do 
with prevention in the past? 

When my first child was born 49 years ago, one of the compulso- 
ry innoculations given to all infants was a three in one DPT vacci- 
nation, sparing thousands of little ones from diphtheria, tetanus, 
and pertussis. 

I also recall the great polio epidemic where so many children 
became crippled and many never made it. Thanks to Dr. Jonas 
Salk and our Government leadership in 1954, nothing was spared 
by our Government to take preventive steps against this dread dis- 
ease. Shall we say that our Government had greater concern for its 
people then? Where have all our values gone? 

Must we, the most civilized, the more advanced nation in the 
world, be at the bottom of the heap in health care, in relation to 
other industrialized nations like Europe and Canada? Must We 
close our eyes to the neglect of our ind'jDnt? Our State L 30th in 
the Nation for Medicaid assistance. We dump our elderly into 
warehouses (nursing homes) without any effort to give them the 
care and dignity that they are entitled to. 

With proper orientation, we could save thousands of lives and 
reduce medical treatment costs in the long run. 

If our priorities were turned to preventive care, we could reduce 
breast cancer deaths by at least 22 percent, and 5,200 fewer women 
would die of this dread disease in a year. Until breast cancer can 
be prevented or cured, the best hope for a successful outcome lies 
in early detection before the cancer has spi-ead to surrounding tis- 
sues of the body. 

Let me refer to the fortunate Lady. Many women were not as 
fortunate as Mrs. Nancy Reagan. They did not have her opportuni- 
ties. These women have had to bear the agony of breast cancer. 
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radical mastectomies, follow-up treatment of radiology, chemo, in- 
ability to work or care for their families, plus a heavy financial 
burden mcurred. I am speaking about your wives, mothers, grand- 
mothers, daughters, possibly members of your very own families. 

I come from Palm Beach County, and I would like to tell you 
how a community responded in West Palm Beach, St. Maiy's Hos- 
pital, a nonprofit institution, has stood out with an open door to 
help all patients regardless of race, creed, color, or financial status. 
It IS a hospital with a "heart for the indigent." 

We work very, very hard with enthusiasm and look forward to a 
preventive project that we can put into effect. And so, they have 
taken a giant step forward to try to give women the opportunity 
forpreventive screening— mammograms. And what have we done? 

They gave birth to a unique vehicle, the Mammovan, with the 
latest state-of-the-art equipment, with very low radiation. Its pur- 
pose was to^ tour the areas and come to the women who have had 
difficulty with transportation. AARP hailed this project and joined 
with them to welcome and assist in the program. 

Incidentally, the van is also parked outside the building here, 
and you are all welcome to come and see it 

Hun(freds of women made appoini^ments the minute it was an- 
nounced, m their various respective areas to receive mammograms. 
We didn t even have a chance to reach some of the indigent areas. 
Alas, the women suddenly learned that Medicare doesn't allow pre- 
ventive screening tests, and even the low fee represents a hardship 
for mmiy. So, the appointments have been cancelled. 

Incidentally, when we started in November, to date I think we 
have screened about 189 or 190 patients. The very first day, we 
picked up a cancer patient who, at this point, has already had radi- 
cal surgery. There were three other suspects in only this short 
period of time. 

ijK^nn ^^"^ovan could screen about 100 women at a cost of about 
$5,00U or 56,000, which is just a drop in the bucket compared to 
treatmg only one breast cancer patient. 

The current Medicare Program is oriented towards treating the 
acute crisis, not preventing it. So, get sick first, and then we will 
meet you halfway. 

The cost effective human being is what I would like to call this 
Is this IS what is called cost effectiveness? Or, as the old saying 
goes, Penny-wise and thousands of dollars foolish"? Are we saying 
the cost benefit analysis now conclude that permitting 5,200 
women to .die is in keeping with the budgetary requirements of our 
Federal Government? Are we saying that a preventive medical 
care program for detection of breast cancer is not feasible because 
it would reduce deaths by 22 percent? 

Wlien nie^cal care is being sold as a commodity at a price many 
cannot afford, or when human needs of a growing number go unas- 
sisted, our whole collective health system is damaged. As long as 
the importance of profit reigns over people's health, we are told 
how to live, to get sick, and to die. 

Let me give a couple of quotes from some outstanding medical 
news periodicals. 
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The American Medical News dated November 27, 1987, has an 
article on Medicare mammogram coverage, with u subheadline 
which says: "Cost of Breast Screening Would Exceed the Savings." 

On December 20, a few weeks later, the issue of Hospital Maga- 
zine dealt with a Congressional Office study which found that 
paying for mammogramo would cost Medicare $1.5 million a year. 

Rose Anthony of the Health Care Finance Administration says 
that extending Medicare coverage for preventive tests, such as 
mammograms, could open a Pandora's box with coverage for other 
screens soon to follow, such as Pap smears and urinalyses. 

Shocking, isn't it? Playing with figures takes precedence over 
saving of lives. Who is placmg this price on a human life? What is 
a life worth? 

Medicare and our Nation's budget cannot afford to take preven- 
tive health care steps because our nation has other priorities, 
which go for killings. It is cheaper to bury the people, say the fi- 
nancial advisors. And to what do we attribute this madness ap- 
proach? Should we turn the clock back to the Jonas Salk era? 

I am concerned with half of our generation — ^women — about their 
lives, tb.a quality of life, those who did not take the steps for pre- 
ventive tests due to significant cost factors. And I am concerned 
with the women who live at or near the poverty level. 

Do we have the answers? Recently, the American College of Ob- 
stetricians and Gynecologists have spoken out. They have written a 
letter in support of the inclusion of pap smears as one of the neces- 
sary screen tests. 

Representative Pete Stark of California has introduced legisla- 
tion that would expand Medicare to cover mammograms done at 
intervals as recommended by the American Cancer Society. Pay- 
ment would be limited to §50 in the year 1990, whi^h would be the 
first year of coverage. 

I hail his concern about this, but I have a problem with the test 
of his bill. Can we wait until 1990? Can our conscience allow us to 
let 47.000 women die until 1990? And what will the inflation value 
of $50 be in 1990? 

Mammography is one area in which data demonstrate that that 
its success has been proven. AARP supports preventive testing pro- 
gram and urges mammogram screening to be included in the Medi- 
care Program. Our legislators must take a positive approach to 
these life-saving preventive programs, as was done with other 
dreaded, killing diseases. 

AARP looks forward to joining in this effort to wipe out unneces- 
sary breast cancer deaths. I want to thank you for your coopera- 
tion. 

We have representatives here from St Mary's Hospital, especial- 
ly the Director of the Radiology Cancer Department at St. Mary's 
Hospital. If there are any questions we can direct them to him. 
Thank you, 

[Applause.] 

Senator Mitchell. Ms. Kanter-Bruin, thank you. That was a 
very compelling statement and I think appropriately was the last 
word. We will now turn to Senator Graham for any questions. 

[The prepared statement of Ms. Kanter-Bruin follows:] 
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SALLY KAKTER-BaUIN 
131 Lake Susan Drive 
West Palra Beach, Fl. 33^*11 
PHi 305-689-1992 

Testimony - Jan. 6, 1988 at Senate Finance Coma. 

Risk-Reduction & Health Promotion 

WHAT IS A LIFE WORTH 

My, name is Sally Kanter-Bruin and today I represent t^ 
Pain Beach ^ounty Comaunity Outreach Cosmittee, American Associatio»i 
of Retired Persons. I am the Health Care Chairperson and we repre- 
sent 115,000 members in Pain Beach Coui.ty. 

I am a: grandmother , a Consumer Acti/ist and an concerned 
with the Health Care available to the people. 

This past week, I received some figures from the State 
Office of Vital Statistics at Jacksonvillei 

fox Ihs, ^ear_1586, in Florida 1 — 

Breast. Cancer Deaths 2,36? (Kale & Female) 

Whit ^ales 2,165 
Non-Whil ales 182 

l^k ^6ar_x£8$ in Floridai — 

Breast Cancrr Deaths 2,271 (Kale & Female) 

I ask you, and I ask myself the same question that is 

hounding my mind - COULD THESE DEATHS HAVE BEEN PREVENTED? 

PREVENTION IN THE PAST 

When my first child was born ^9 years ago, one of the 
compulsory innoculations given to all infants was the 3 in 1, 
DTP Vaccination, sparing thousands of little ones from Diptheria, 
Tetanus and Pertussis. 

I also recall the great Polio epidemic where so many 
children became crippled and many NEVER MADE it. Thanks to Dr. 
Jonas b'alk and our Gov*l leadership in 195^*1 nothing was spared 
to take preventive steps against this dread disease. Shall we say 
that our 'Govt had greater concern for its people then. 
Where have all .OUR VALUES GONE? 

Must we, our 'Kost civilized, most advanced Nation in the 
World' be at the bottom of the heap in Health Care, in relation to 
other Industrialized Nations of Europe and Canada? Must we close 
our eyes tc the neglect of our indigent? Our State is 30th in the 
Nation for Medicaid assistance. We dump our Elderly into ware- 
houses (Nursing Homes) , without any effort to give them the care 
and dignity they are entitled to. 

With proper orientation, we could save thousands of lives 
and reduce medical treatment costs in the long run. If our 
priorities were turned to preventive care, we could reduce Breast 
Cancer deaths by at least 22^ and 5,200*fewer women would die of this 
dread disease in a year* 

Until Breast Cancer can be prevented or cured, the best 
hope for a successful outcome LIES IN EARLY DETECTION, before the 
CANCER HAS SPREAD to surrounding tissues of the body. 



♦5f200 women older than Agp 65, American Medical News II/27/87. 
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THE FORTUNATE LADIES 

Many women were not as fortunate as Krs. Kancy Reagan. 
They did not have her opportunities. These women have had to 
bear the agony of Breast Cancer, radical Mastectomies, follow-up 
treatoent of radiology, cheno, inability to work or care for the 
family, plus the heavy financial burden incurred. 

I'm speaking about your wives, oothers, grandmothers, 
daughters, possibly members of your very own faniily. 

A COMMUNITY RESPONSE IN WEST PALM BEACH 

St. Mary's Hospital, a nonprofit Institution, has stood 
out with an open door to help all patients regardless of race, creed, 
color or financial status. It '3 a hospital with a 'HEART FOR THE 
INDIGENT' I 

They've taken a giant step forward - to try to give women 
the opportunity for preventive screening - MAMMOGRAMS . 

They gave 'irtn to a unique YEKICLE - A MAMMOVAN, with 
the latest 'STA^'E 0"? THE .IRT' equipment, with very low radiation. 
Its' purpose - to tour tht* areas and come to the women who have 
difficulty wi?:h transportation. AARP has joined with them to 
welcome and asi^ist in this project. 

Hundreds of women made appointments at their respective 
areas to receive MAMMOGRAMS* We didn't even have a chance to 
reach sorae of the indigent areas * Alas, the women suddenly leame^' 
that Medicare doesn't allow preventive screening tests, and even 
the low $60 fee represents a hardship for many. So appointments 
have been cancelled! 

Our MAMMOYAN could screen 100 women at a cost of $6,000, 
which is a drop in the bucket compared to treating only one 
BREAST CANCER PATIENT. 

The current Medicare program is oriented towards treating 
the ACUTE CRISIS, not PREVENTING it. Get sick first, and then we'll 
meet you half-way. 

THE COST-EPFSSTIVE HUMAN BEING 

Is this what is called, 'Cost Effectiveness^ or as the 
old saying goes, 

"Pennywise and Thousands of $'s Foolishl" 

Are we saying that cost benefit analysis now concludes 
that permitting 5i200*;«omen to die is in keeping with the budgetry 
requirements of our- Federal Gov't? 

Are we saying that a preventive Medical Care Program 
for detection of Breast Cancer is not feasible because it would 
reduce deaths by 22^? 

When Medical Care is being sold as a commodity at a 
price many CANNOT AFFORD, or when human needs of a growing number 
go unassisted, our collective health is damaged. As long as the 
importance of profit reigns over peoples health, we are to]d how 
to live, get sick and to die* 
^ *5,200 women older than Age 65. American Medical News 11/27/8?. 

169 



166 



The American Medical News dated 11/27/8?, has an article 
on Medicare Katnmogran Coverage, with a sub-headline, - 
"Cost of Breast Screening would exceed the Savings.- 
• ••• •••• 

On Dec* 20, 198? i the issue of Hospital Magazine dealt 
with a Congressional Office Study which found that paying for 
MAMMOGRAMS would cost Medicare $1.5 billion a year. 

Rose Anthony of the Health Care Finance Adciin. , says 
that extending Medicare coverage for preventive tests, such as 
MaBmograms, could open A PANDORA'S BOX with coverage for other 
screens soc;t to . ^Xiow, such as Pap smears and Urinalysis. 

SHO^-KING, isn v it playing with figures takes 

precedence over -•'aving of lives! 

WHO LS PLACING THIS PRICE ON A HUMAN LIFE? 
WHAT IS A LIFE WORTH? 

Medicare and our Nations budget cannot afford to take 
preventive health care steps. Our Nation has other priorities, 
which go for killings. Its cheaper to bury people, say the 
Financial advisors. 

To what do we contribute this MADNESS APPROACH? 

Should we turn ih? clock back to the Jonas Salk era? 

I^m concerned about ^ our generation - women - about 
their lives - the; QUALITY OF LIFE, those who did not take step, 
for preventive tests due to significant cost factors. I»n 
concerned about the women who live at, or near the poverty level. 
DO WE HAVE ANSWERS? 

Recently, the ^nerican College of Obstetricians and 
Gynecologists have spoken out, and written a letter in support 
of the inclusion of Pap smears as one of the necessary -screen tests. 

Rep. Fortney -Pete" Stark (D-Calif) has introduced 
legislation that would expand Medicare to cover MAMMOGRAMS done 
at intervals as recommended by the American Cancer Society. 
Payment would be limited to $50., in 1990, which would be the 
first year of coverage. I hail his concern, but I have a problem 
with the text of his Bill. Can we WAIT until. I990? Can our 
conscience allow us to let 47,000*women die until 1990, and what 
will the inflation value of $50 be in I990? 

MAMMOGRAPHY is one area in which data demonstrates that 
its success has been proven. 

AARP Supports preventive testing programs and urges 
MAMMOGR/.M SCREENING be included in the Medicare program. 

Our Legislators:' mu%t take a positive approach to these 
LIFE-SAVING preventive programs as was done with other dread 
killing diseases. AARP looks forw?.rd to joining in this effort 
to wipe out unnfecessary Breast Cancer deaths. 

"OTA - Office of Technology Assessment studyi about 110,000 
new Breast Cancers will occur in U.S. this yeari 
47,000 {kW will die of the disease. 



ERIC 170 



167 



Senator Graham. I would like to ask Dr. Kassan: How would you 
see programs such as your MediVan being funded under Medicare 
or an expanded Older Americans Act? How coald this type of serv- 
ice be accelerated in its utilization as a preventive tool? 

Dr. Kassan. I must say that this program was est ' lished as a 
private community affair. It is an example of ho\ \ interested 
community can take care oi its own problem. We do get and do 
not look for any funding from the Government 

The only funding that we get indirectly is that some of these pa- 
tients are Medicare patients, and we have made an arrangement 
where we can get what Medicare allows for a patient. We ha\ e not 
been approved as of yet to receive Medicaid, but that is in the 
works. 

This is the only funding that we get from any Government 
source. Because of the efforts of this dedicated group of the Elderly 
Interest Fund, we are able to raise money from the private sector 
and corporate organizations. I might say that FPL has been very 
generous in supporting us in all ways. We get funds from founda- 
tions, from simple $5, $10 and $100 contributions to more substan- 
tial amounts. We have raised money and have been able to survive 
and survive very well. 

We run a budget of about $100,000 a year. Now, you have to un- 
derstand that we never charge a patient for anything. So far as our 
preventive measures are concerned, we give flu shots; we give 
pneumo-vaxs; we do regular screening for tuberculosis; and all this 
is free. 

So, we have been able to do very well, and I think it is an excel- 
lent example of what can be done if a group really wants to go out 
and do it. 

As I said, all of our doctors, nurses, social workers are volun- 
teers. We give gladly of our time to able to do this because v/e 
feel that it is such a vital ne. \ and we are gaining, I think, as 
much as we are giving. We have as dedicated and as loving a group 
of people working with this thing as I have ever been associated 
with in all my long years, and that is a long time. 

I must say that my only description of this— and I guess I am 
rambling a little bit but I think I answered your question at the 
very beginning as to how we expect to get money from additional 
sources — my only desci '-"tion, and I think it is apt because ot our 
experiences in dealing with so many of these people, is that I con- 
sider the MediVan as an oasis of loving care in the community. 

So, I guess this is about the way it adds up. This is something we 
are doing and we a e only too happy to do it. The little bit that we 
get from Medicare and Medicaid is fine. It certainly helps, but fur- 
ther funding we are not looking for. 

We are just presenting a concept of how the problem of meeting 
the care of the elderly indigent who are underserved medically can 
be met, if a community is really interested in addressing the prob- 
lem. 

[Applause.] 

Senator Mitchfll. You say you provide the service fre?. Do you 
have any testing of the ability of the patients to pay? Or do you 
simply provide anybody with the service? 
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Dr. Kassan. There is a basis. In order for a patient to be eligible 
for this service, he or she must be over 60. If it is an individual, the 
income must be $7,000 or less, or if it is a couple, $10,000 or less. 

Senator Mitchell. And do you simply accept that person's state- 
ment as to their income level? 

Dr. Kassan. We have a social worker who interviews them. 

Senator Mitchell. I see. 
^ Dr. Kassan. The social worker asks for some evidence, whether 
it be Social Security or whatever; but they provide the evidence of 
where it is coming from. 

Senator Mitchell. Thank you. Senator Graham? 

Senator Graham. Dr. Lyman, reference was made to the Office 
of Technology Assessment study which indicated that screening by 
mammography would cost more than it would save. What is your 
assessment of that conclusion? And specifically, do you believe that 
screening by mammography would reduce serious illness, reduce 
the need for hospitalization, and improve the productive years and 
length of the productive years for older Americans? 

Dr. Lyman. As our data, as well as the OTA data, I think would 
suggest, the cost effectiveness or the cost for each life saved de- 
pends very greatly on the numbers that are plugged into the equa- 
tions: the cost of the various procedures, the mammogram, and so 
forth, the prevalence of the disease. So, you want to focus on a 
high-nsk group, but that is, by definition, the 65 and over group; 
and you want the test to be as sensitive and specific as possible. 

What our data have shown, using sensitivity analysis, where you 
vary these various factors, is that within the range of readily 
achieyable values for test performance, the estimated frequency of 
the disease, prevalence of the disease in the population, and cur- 
rent—although variable— costs charged for these various aspects of 
care, ttet a break-even or better situation is possible and can be 
achieved today and in the future, while at the same time saving 
lives. 

That doesn't mean it is going to happen automaticallv if there 
are not constraints put on the situation. There need to be con- 
straints on the cost of mammography, the cost of health care; the 
procedure needs to be applied by skilled individuals using modern 
equipment and so forth. And all these need to be defined; but if 
they are, then a break-even point is possible or, at the very worst, 
the cost per life saved can be brought down to a very nominal 
amount considering the magnitude of the benefit. 

Senator Graham. Do you think programs such as Ms. Kanter- 
Bruin has indicated could be part of that effort to make the screen- 
ings more available and bring down the cost? 

Dr. Lyman. Yes. I think, as has been brought out several times, 
that you not oi^ly have to make it available; but you need to make 
it readily accessible and utilized; and not only does the mobile unit, 
as has been dem^^istrated in some hands, bring down the cost per 
examination, but it gets around that issue that I addressed where 
some studies demonstrated that even referral under a physician's 
recommendation for screening mammography, when the woman 
has to pay for the procedure herself or get to the facility, less than 
10 percent in some studies have actually complied with those rec- 
ommendations. 
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So, anything we can do to get around the financial barrier and 
the accessibility barrier- and I think this may achieve both— is 
going to go a long way towards demonstrating the cost effectiveness 
of this approach. 

Senator Graham. Thank you very much, Mr. Chairman. 

Senator Mitchell. Thank you very much. Senator Graham. 
Thank you very much, all of you. Your testimony has been very 
interesting and compelling. That completes the testimony. 

I am grateful to all of the witnesses for coming today, for all of 
you ladies and gentlemen who have sat through the hearing. The 
information we have received will be very useful in helping us at- 
tempt to frame a national policy that will encourage preventive 
medical treatment, to deal with problems before they become 
acute, thereby enhancing tht. lives of our citizens throughout the 
country. 

Thank you very much. Senator Graham, do you have any brief 
closing remarks? 

Senator Graham. Again, Senator Mitchell, I want to thank you 
for g-/ing these Floridians an opportunity to present to the Nation 
what they are doing in this important area. There has been a 
theme running through all of the comments, and that is whether 
we are prepared as a Nation to accept human life and the quality 
of that life as just an immediate expenditure or whether we as a 
Nation value life and are prepared to make an investment in long- 
term quality and productivity. 

I think what we have heard today has been a compelling case 
both in terms of the morality as well as the potential economics of 
that investment in life; and I hope that this will be a contribution 
towards an accelerated national policy with that investment in life 
as its ultimate objective. Thank you, Mr. Chairman. 

Senator Mitchell. Thank you very much. The hearing is con- 
cluded. 

[Whereupon, at 12:15 p.m., the hearing was adjourned.] 
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